The 
New England 


Journal of Medicine 


Formerly The Boston Medical and Surgical Journal 


Established 1828 








Volume 217 SEPTEMBER 30, 1937 Number 14 








CHRONIC IDIOPATHIC ULCERATIVE COLITIS IN CHILDREN 541 
Richard M. Smith 


THE MANAGEMENT OF MINOR COMPLAINTS AFTER THYROIDECTOMY 
Howard M. Clute and Hollis L. Albright 


THE RELATION OF ALLERGY TO GENERAL MED-CINE 
Walter S. Burrage 


THE MANDELIC ACID TREATMENT OF URINARY TRACT INFECTIONS 
Fletcher H. Colby 


HEMOLYTIC STREPTOCOCCUS MENINGITIS. REPORT OF A CASE WITH RECOVERY 
Joseph Millett 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


EDITORIALS 


The Policy of the Tufts College Medical School 
Modern Medicine Versus Ancient Mystery . 


DEPARTMENTS 


Massachusetts Medical Society 
Miscellany 

Correspondence 

Recent Deaths 

Notices 

Book Reviews 





Owned and Published by the Massachusetts Medical Society 


Published weekly in Boston at 8 Fenway. Domestic, $6 per annum, 25c per copy; Canada, $7.04; Foreign, $8.52. 
Entered as second-class matter, November 16, 1932, at the postoffice at Boston, Mass., under the Act of March 3, 1879. 
Copyright, 1937, by the Massachusetts Medical Society. 








il THE NEW ENGLAND JOURNAL OF MEDICINE Sept. 30, 1937 











THE MASSACHUSETTS MEDICAL SOCIETY 


OFFICERS AND STANDING COMMITTEES ELECTED BY THE COUNCIL, JUNE 2, 1937 


Presipent: CHANNING FROTHINGHAM, Boston. Secretary: ALEXANDER S. BEGG, Bostor 
Vice-Presipent: WALTER G. PHIPPEN, Salem. Treasurer: CHARLES S. BUTLER, Boston 


Executive Offices, 8 Fenway, Boston. Telephone, Ken. 2094. 


STANDING COMMITTEES FOR 1937-1938 


COMMITTEE ON PUBLICATIONS CoMMITIEE ON STATE AND NATIONAL LEGISLATION 


R. I. Lee, Chairman; R. M. Smith, F. H. Lahey, J. P. O'Hare, Conrad Wessel- Charles C. Lund, Chairman; F. E. Jones, A. W. Marsh, B. F. Conley, D. L, 
hoeft. Lionberger. 

COMMITTEE OF ARRANGEMENTS COMMITTEE ON MEMBERSHIP AND FINANCE 
W. S. Burrage, Chairman; R. P. Stetson, Augustus Thorndike, Jr., E. J. O'Brien, D. N. Blakely, Chairman; G. C. Caner, J. E. Fish, H. F. Newton, H. Q, 
Jr., W. T. O'Halloran. Gallupe. 

CoMMITTEE ON ETHICS AND DISCIPLINE CoMMITTEE ON Pustic HEALTH 
David Cheever, Chairman; R. L. DeNormandie, C. J. Kickham, R. R. Stratton, Robert B. Osgood, Chairman; Gerald Hoeffel, G. D. Henderson, S$. C. Dalrymple, 
W. J. Brickley. H. L. Lombard. 

CoMMITTEE ON MEDICAL EpucaTION AND MepICcAL D1PLOMAS COMMITTEE ON MeEpiIcAL DeFENsE 
Reginald Fitz, Chairman; C. A. Sparrow, E. S. Calderwood, A. W. Stearns, F. G. Balch, Chairman; E. D. Gardner, F. B. Sweet, A. W. Allen, W. R, 
F. S. Kellogg. Morrison. 


COMMITTEE ON PERMANENT Home: W. H. Robey, Chairman; C. G. Mixter, J. M. Birnie, C. S. Butler, E. C. Miller. 


OFFICERS OF THE SECTIONS FOR 1938 
ELEcTep BY THE SECTIONS 


(The street addresses may be obtained from the Annual Directory) 


SECTION OF MEDICINE SECTION oF PEDIATRICS 


Chairman, William H. Robey, Boston; Secretary, Clark W. Heath, Boston. Chairman, Paul W. Emerson, Boston; Secretary, James M. Baty, Belmont and 
Boston. 
SECTION OF SURGERY SECTION OF OBSTETRICS AND GYNECOLOGY 
Chairman, Leland S. McKittrick, Boston; Secretary, John M. Fallon, Worcester. Chairman, Raymond S. Titus, Boston; Vice-Chairman, Roy J. Heffernan, Boston 


Secretary, M. Fletcher Eades, Newtonville and Boston. 
SECTION OF TUBERCULOSIS 


Chairman, Olin S. Pettingill, Middleton; Secretary, Theodore L. Badger, Bos- SECTION OF RADIOLOGY AND PHYSIOTHERAPY 


Chairman, Frank E. Wheatley, Milton; Secretary, Herman A. Osgood, Boston. 


ton. 
SECTION OF DERMATOLOGY AND SyPHILOLoGy: Chairman, George A. Dix, Worcester; Secretary, J. Harper Blaisdell. Boston 
OFFICERS OF THE DISTRICT MEDICAL SOCIETIES 
ELecTep By THE District MEDICAL SociETIES AT THEIR ANNUAL MeetiINnGs, Between Aprit 15 ano May 15, 1937. 
(The street addresses may be obtained from the Annual Directory) 

BARNSTABLE—President, M. E. Champion, North Harwich; Vice-President, J. P. Mippiesex East—President, L. M. Crosby, Wakefield; Vice-President, R. W. 
Nickerson, West Harwich; Secretary, J. I. B. Vail, Hyannis; Treasurer, H. B. Hart, Sheehy, Winchester; Secretary, K. L. Maclachlan, Melrose; Treasurer, Richard 
Yarmouthport; Librarian, E. E. Hawes, Hyannis. Dutton, Wakefield; Librarian, J. M. Wilcox, Wobuin. 

BerxsHire—President, G. P. Hunt, Pittsfield; Vice-President, H. A. Mellen, : MippLesex NortH ‘President, F. D. Lambert, Tyngsborough; Vice-President, 
Pittsfield; Secretary, H. J. Downey, Pittsfield; Treasurer, C. T. Leslie, Pittsfield. C. M. Roughan, Lowell; Secretary, T. A. Stamas, Lowell; Treasurer, M. D. Bryant, 

Lowell; Librarian, P. J. Mechan, Lowell. 





Bristo. NortH—President, H. L. Rich, Attleborough; Vice-President, R. M. MippLesex SoutH—President, F. R. Jouett, Cambridge; Vice-President, Dwight 
Chambers, Taunton; Secretary, W. H. Swift, Taunton; Treasurer, J. V. Chatigny, O'Hara, Waltham; Secretary, A. A. Levi, Cambridge; Tresawer Edward Mellus 
Taunton. Newton; Orator, R. A. Greene, Waverley. ; 3 j 

Bristo. SoutH—President, Henry Wardle, Fall River; Vice-President, E. P. NorroLk—President, Frederick Reis, Dorchester; Vice-President, D. D. Scannell. 
Seaver, New Bedford; Secretary and Treasurer, Charles Shanks, New Bedford. — Plain; Secretary, F. S. Cruickshank, Brookline; Treasurer, G. W. Kaan, 

5 on. 

Essex NortH—President, W. D. Walker, Andover; Vice-President, L. R. Chaput, rae LK Sou President, N > : , ; 
Haverhill; Secretary and Treasurer, E. S. Bagnall, Groveland; Auditor, A. B. D.B "ice Dig ‘ “een - R. Pillsbury, South Braintree; Vice President, 
Consentino, Haverhill. Hi. he ~ penne Juincy; ecretary, R. L. Cook, Quincy; Treasurer, F. W. Crawford, 

olbrook; Librarian, R. L. Cook, Quincy. 

Essex SoutH—President, J. G. Corcoran, South Hamilton; Vice-President, H. A. PLyMoutH—President, W. E. Curtin, Plymouth; Vice-President, B. H. Peirce 
Boyle, Middleton; Secretary, R. E. Stone, Beverly; Treasurer, Andrew Nichols III, South Hanson; Secretary, F. F. Weiner, Brockton - Rms A M. Champ pate 
Danvers. ton; Librarian, J. H. Weller, Bridgewater. : 5 hia sea prise . : 

FrankLin—President, W. J. Pelletier, Turners Falls; Vice-President, F. J. SurFoLK—President, Conrad Wesselhoeft, Boston; Vice-President, R. H. Miller, 
Barnard, Greenfield; Secretary and Treasurer, Charles Moline, Sunderland. Boston; Secretary, J. P. Monks, Boston; Treasurer, W. T. $. Thorndike, Boston. 


Worcester—President, W. A. Bryan, Worcester: Vice-President, C. A. Sparrow, 


Hamppen—President, A. G. Rice, Springfield; Vice-President, P. M. Moriarty, Worcester; Secretary, E. C. Miller, Worcester; Treasurer, E. P. Disbrow, Worcester; 


Chicopee; Secretary and Treasurer, H. L. Smith, Springfield. Librarian Emeritus, A. C. Getchell, Worcest 
: » ae e 9 orcester. 
HampsHire—President, L. N. Durgin, Amherst; Vice-President, J. M. Murphy Worcester NortH—President, T. R. D : : , . 
i » hy, DRC eR } s t, T. R. Donovan, Fitchburg; Vice-President, Hector 
Northampton; Secretary and Treasurer, F. E. O'Brien, Haydenville; Librarian, Jacques, Fitchburg; Secretary, F. M. petturren, Fitchburg; Dicnien H. sated 


Mary P. Snook, Chesterfield. son, Jr., Fitchburg. 











, 1937 


Irymple, 


ont and 


Boston 


soston. 


R. W. 
Richard 


resident, 
Bryant, 


Dwight 
Mellus, 


Scannell, 
’. Kaan, 


resident, 
rawford, 


. Peirce, 
, Brock- 


. Miller, 
on. 

Sparrow, 
orcester; 


, Hector 
Thomp- 














The New England 
Journal of Medicine 


Copyright, 1937, by the Massachusetts Medical Society 





VotuME 217 


SEPTEMBER 30, 1937 


Numser 14 





CHRONIC IDIOPATHIC ULCERATIVE COLITIS IN CHILDREN 
Ricuarp M. Smitru, M.D.* 


BOSTON 


HE physician is usually consulted about a sick 

child because of some presenting sign of dis- 
ease; not, as in an adult, because of some subjective 
symptom. One of the not infrequent signs is blood 
in the stools. We shall discuss a disease, chronic 
idiopathic ulcerative colitis, in which this sign is 
the first clinical evidence. Before doing so, how- 
ever, we shall consider other pathologic conditions 
which may also cause blood in the stools. They 
may be divided into five main groups—congenital 
anomalies, mechanical obstruction, localized lesions, 
systemic disease and infection. The following 
list presents illustrative diseases in each of these 
groups but does not include all of the possibilities. 


Congenital anomalies 
Diaphragmatic hernia with torsion of the bowel 
Meckel’s diverticulum 
Mechanical obstruction 
Intussusception 
Volvulus (may be associated with a congenital 
anomaly) 
Local lesions 


Fissure of anus 


Hemorrhoids 
Polyp of colon (may be multiple) 
Angioma of bowel ‘ 


Foreign body 
Malignant disease 


Systemic disease 


Hemorrhagic disease of the newborn 
Purpura 
Poisoning (mercury) 
Infection 
Bacillary dysentery 
Amebic dysentery 
Dysentery with fungous infection 
Tuberculous enteritis or colitis 
Chronic idiopathic ulcerative colitis (imfectious 


nature not-preved) 
From the Department of Pediatrics, Harvard Medical School, and the 
Children’s and Infants’ hospitals, Boston. 
Read at the annual meeting of the Connecticut State Medical Society, 
Bridgeport, Connecticut, May 20, 1937. ° 


*Assistant professor of pediatrics and child hygiene, Harvard Medical 
School. 


Diaphragmatic hernia rarely causes blood in the 
stools, but we have seen 1 patient at the Chil- 
dren’s Hospital who presented this finding. Mec- 
kel’s diverticulum as a rule causes intermittent 
bleeding, and pain may not be an important or con- 
stant symptom. 

Intussusception is a disease of infancy—sudden 
in onset, accompanied by vomiting and recurring 
cramplike abdominal pain, and ending in intesti- 
nal obstruction. The characteristic sausage-shaped 
tumor can usually be felt very soon after the onset 
of symptoms, and the presenting end of the bowel 
can be palpated by rectum within a few hours. 
Volvulus gives the picture of acute obstruction re- 
quiring prompt surgical intervention. Blood in 
the stools is not an early sign, but is associated 
with secondary ulceration and is of grave prog- 
nostic significance. 

Fissure in ano and hemorrhoids usually cause 
local pain at defecation and rarely any general 
symptoms. Polyps of the colon may be single or 
multiple. When they are numerous the condi- 
tion is known as polyposis. With a single polyp 
the blood in the stool is usually bright red; that 
is, fresh and streaked on the outside of the stool. 
It appears intermittently, and there are no consti- 
tutional symptoms. The loss of blood is rarely 
sufficient to produce profound anemia, and it does 
not interfere with normal nutrition. The diagnosis 
may be suspected from the history, and can usually 
be confirmed by rectal examination and _proctos- 
copy. A polyp of moderate size may be detected 
by roentgenogram after a barium enema, but a 
small polyp may be missed. Negative findings are 
therefore not conclusive. The technic of giving 
the enema is also of importance in that scybala 
may present a confusing picture. Polyposis also 
may give a diagnostic roentgenogram. The condi- 
tion is usually associated with ulceration of the 
colon; it is a serious condition and not infrequently 
becomes malignant. A single polyp can usually 
be removed through the anus, but if located high 
in the colon, laparotomy may be necessary. Mul- 
tiple polyps may require colectomy. Angioma of 
the bowel is a rare condition. We have seen only 
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2 cases. In these children the bleeding was inter- 
mittent and not severe, simulating the symptoms 
found with polyps. Carcinoma, except secondary 
to polyposis, is so rare before puberty that it re- 
quires little consideration. 

The systemic diseases should be recognized by 
the general signs, of which bleeding from the in- 
testinal tract is only one. 

The infectious diseases of the gastrointestinal 
tract in which bleeding is a prominent symptom 
are chiefly three: the acute dysenteries, tuberculosis 
and chronic idiopathic ulcerative colitis. There 
are three groups of organisms causing dysentery: 
bacteria (usually bacilli), amebae and fungi. In 
this part of the country most cases of dysentery 
are of bacterial origin. Cultures of the offending 
bacteria can usually be isolated from the stools 
when appropriate technics are employed, and the 
blood will show a specifie agglutination reaction. 
Amebae are not so easily recognized. Examina- 
tion must be made from a freshly passed specimen 
and on a warm stage. Positive findings may some- 
times be obtained from swabs from the ulceration 
taken directly through a proctoscope when other 
methods have failed. In doubtful cases it is usually 
advisable to employ a therapeutic test before ex- 
cluding amebic dysentery. Tuberculosis of the in- 
testinal tract is not common in children but should 
be excluded by a tuberculin test and stool exam- 
ination. 

Chronic idiopathic ulcerative colitis is a disease 
which is recognized as a clinical entity, but its 
etiology and pathogenesis are imperfectly under- 
stood. The onset may be insidious or acute. In 
the former type there are usually no early consti- 
tutional symptoms. It is noticed that the stools 
contain small amounts of blood—often in bright 
streaks and sometimes in small dark clots. This 
may continue for a few days or weeks, the stools 
then becoming normal. The first appearance of 
blood is often associated with some acute infec- 
tious disease. Remission in symptoms may take 
place spontaneously or follow the institution of 
treatment. Relapses may occur, even after long 
intervals of normal stools, without any assignable 
reason, or they may be associated with acute re- 
spiratory infection, the removal of some focus of 
local infection, especially in the oral cavity, emo- 
tional trauma or relaxation in the dietary regimen. 
This alternation of remissions and relapses may 
be repeated several times, with eventual cure. 


Case 1. B. K. was a normal female child without any 
unusual previous illnesses. At 74 years of age she had 
rheumatic fever with complete recovery and no recur- 
rences. At 8% years she had a mild acute infection with 
elevated temperature but no localizing signs. Recovery 
occurred in 3 or 4 days. Three months later, when she 
was 9, she passed a bloody stool associated with some pain 
at defecation. Physical examination at that time was nega- 
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tive except for a little increase in size of the external veins 
at the anus. Blood in the stool continued intermittently, 
associated with some mucus. Proctoscopic examination 
1 year later revealed considerable bleeding of the mucous 
membrane of the colon, with four small ulcerative areas 
about 10 cm. from the anus. Agglutination tests for ty- 
phoid and the dysentery bacilli were negative. The girl 
was given a low-residue diet and vaccines made from the 
Bargen diplococci. Blood in stools continued with periods 
of remission for 5 years. The amount of blood was less 
in successive relapses and the duration of the remissions 
was longer. There was no abdominal pain or fever at any 
time. Nutrition was excellent. There was no anemia. 
After a period of nearly 2 years without blood in the stools 
there was a slight relapse lasting only 3 or 4 days, 1 week 
before catamenia. Since that time, 5% years ago, the stools 
have been free from blood. Three years ago the abdomen 
was opened for another condition. The colon appeared 
normal so far as could be determined from an examination 
of the peritoneal surface. 


In contrast with the history just cited, the usual 
course of the disease is progressive, with the at- 
tacks becoming more frequent and more severe. 
Fever develops—often intermittent in character. 
Abdominal pain is present, especially just before 
defecation. The stools become more numerous 
and looser, contain large amounts of blood and 
considerable mucus and pus, and have a very foul 
odor. There is loss of weight, progressing to ex- 
treme cachexia, and marked secondary anemia re- 
sulting in exhaustion of the bone marrow. The 
patient may survive many months or years. Per- 
foration of the colon at the site of one of the ulcer- 
ated areas may occur at any time. Usually there 
is a previous local reaction on the peritoneal sur- 
face of the colon so that the peritonitis is limited 
to a small area. In some instances, however, there 
is no localization but a general peritonitis and 
death. Polyposis may develop between the areas 
of ulceration. Secondary infection, usually pneu- 
monia, is the commonest terminal event. 

The acute form of the disease begins abruptly 
and severely. It may start without any history of 
previous gastrointestinal disturbance or may fol- 
low several months’ history of mild recurring at- 
tacks of blood in the stools. The temperature is 
elevated, usually showing a daily remission. Diar- 
rhea is excessive—often fifteen to twenty stools a 
day containing blood, pus and mucus, and with a 
very foul odor. Prostration develops quickly; ane- 
mia is profound; pain is severe. These patients 
frequently die within a short time, and even if 
they survive, the initial period quickly passes to the 
stage of extreme emaciation and death. | 


Case 2. S. O. was 7 years old when first seen in con- 
sultation with Dr. Rutenburg. He had been a healthy boy 
with no relevant illnesses, except that 3 years previously 
he had had a mild diarrhea and several times since had had 
periods when the stools were loose.’ Five weeks before 
our first contact with him he had one of these attacks 
of diarrhea, and this time there was a little bright blood 
on the outside of the stool. There had been no fever. 
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The diarrhea persisted, and occasionally the stools con- 
tained blood, small in amount. One week before we saw 
the boy he began to have abdominal pain and the stools 
became bloodier. During the week the diarrhea became 
worse, the blood increased in amount, and he had fever 
ranging to 102° F. The pain became severe, especially 
just before a bowel movement. On examination he pre- 
sented the picture of a sick child with a worried expression, 
dry skin and mucous membranes, an elevated temperature 
and a rapid pulse. He was referred to the hospital for 
study. Laboratory tests failed to show any evidence of 
typhoid fever, dysentery or tuberculosis. Proctoscopic ex- 
amination revealed a bright-red, swollen mucous membrane 
of the colon, which bled easily but had no definite ulcera- 
tion. Roentgenogram after a barium enema showed an 
extremely irritable colon and no polyps. A diagnosis 
of chronic idiopathic ulcerative colitis was made. The 
patient ran a very stormy course—the most acute and 
severe of any we have seem with this disease. His nutri- 
tion grew progressively worse, his temperature ranged 
steadily from 101° to 103° F., his blood showed a grave 
anemia, and the diarrhea was excessive, there being twelve 
to nineteen very foul stools a day containing large amounts 
of blood. The pain was severe. He was given a low- 
residue, high-vitamin diet and sedative drugs. Frequent 
transfusions were necessary. At the end of 3 months the 
boy had improved to such a degree that he was allowed 
to return home, with the understanding that in another 
month he should return for an ileostomy. At that time 
the fever had disappeared, the diarrhea was less, and there 
were four or five stools a day with only a moderate amount 
of blood and with normal odor. There was no pain. He 
gained in weight, and the anemia was very slight. He did 
not continue to do well at home, but his parents could not 
bring their minds to consent to an operation. After many 
weeks of discussion they finally agreed to have the boy 
admitted again to the hospital. Unfortunately, after a few 
days there and before operation, the colon perforated, and 
he died of a general peritonitis. The necropsy showed 
extensive ulceration and beginning polyposis. 

Let us turn now to a consideration of the find- 
ings on examination of the patients with this dis- 
ease. 

Physical examination in the mild cases or early 
in the disease is normal. In the severe and late 
cases it reveals nothing except a poor nutritional 
condition, anemia and sometimes abdominal ten- 
derness with voluntary spasm. 

The appearance of the colon as viewed through 
the proctoscope varies with the stage of the disease. 
The process usually begins in the rectum and sig- 
moid but extends to involve the whole colon and, 
rarely, the lower portion of the ileum. At first 
there is diffuse engorgement of the mucosa with 
enlargement and elevation of the rugae, showing 
petechial hemorrhages and minute areas of ulcera- 
tion. As the disease progresses the engorgement 
grows somewhat less and the surface of the colon 
smoother, and the ulcerations coalesce, forming 
large and deep areas, gray in color. Histologic 
examination of the colon in the advanced stage of 
the disease shows that much of the intestinal 
stroma is replaced by fibrous connective tissue. 

The roentgen examination of the colon after 
barium enema shows in the early stages a very ir- 
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ritable colon, best observed on the fluoroscépic 
screen. As the disease progresses the colon be- 
comes smaller, foreshortened, the haustral mark- 
ings are less obvious, and the ulcerations are clearly 
defined. In the late stages the colon appears as a 
rigid cylindrical tube without haustrations, the so- 
called “lead-pipe” colon. 


In making a differential diagnosis between con- 
ditions which cause blood in the stools a careful 
history of the patient is of first importance. The 
age of the child needs to be taken into considera- 
tion. Hemorrhagic disease of the newborn is 
rarely seen after the first two weeks, and intussus- 
ception usually occurs in infants under two years 
of age. Carcinoma is a disease not often seen 
before the adolescent period. The frequency, 
amount and duration of blood in the stools give 
valuable information. The occasional presence of 
small amounts of blood over a considerable period 
of time suggests some local lesion in the intestinal 
tract or recurring bleeding from chronic ulceration. 
Profuse bleeding which occurs suddenly is consist- 
ent with some of the systemic diseases,—particularly 
purpura and melena neonatorum,—with an angi- 
oma, with a ruptured vessel and with the onset of a 
severe infection. The association of bloody stools 
with pain, vomiting and elevated temperature sug- 
gests obstruction or infection. 


A careful complete physical examination is es- 
sential, and this must include certain special and 
laboratory investigations. The usual physical ex- 
amination will reveal signs of bleeding elsewhere 
than from the bowel, of particular importance in 
purpura and melena neonatorum. A fissure or 
hemorrhoid can be seen by inspection of the anus. 
Examination of the abdomen will show visible per- 
istalsis, indicating obstruction, and the presence of 
masses, tenderness or spasm. In ulcerative colitis 
the degree of abdominal tenderness and muscular 
spasm will vary according to the severity of the 
condition, and according to whether the examina- 
tion is made during a recurrence or an exacerba- 
tion of the disease. 


The following laboratory and special investiga- 
tions should also be made: hemoglobin determi- 
nation, red and white blood-cell counts, differential 
white blood-cell count, study of the red cells, plate- 
let determination, agglutination reactions for all 
the pathogenic bacteria causing gastrointestinal 
lesions, tuberculin test, examination of the stools 
for typhoid bacilli, for the various dysentery or- 
ganisms and for amebae, using the special technic 
already mentioned, proctoscopic examination and 
barium enema. If no other diagnosis can be 
made and the findings are consistent with chronic 
idiopathic ulcerative colitis, one is justified in ac- 
cepting this disease as a cause for the blood in the 
stools. One must bear in mind the possibility 
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that more than one condition causing blood in the 
stools may be present in the same patient. We 
have seen several children with a small polyp near 
the rectum who also had ulcerative colitis. One 
patient had a polyp, ulcerative colitis and a 
Meckel’s diverticulum. 

The treatment of chronic idiopathic ulcerative 
colitis may be divided into two stages: medical and 
surgical. Since the medical treatment is in con- 
siderable degree dependent upon one’s conception 
of the etiology it will be necessary to discuss this 
matter in some detail. The disease has been 
grouped here with the infections, but there are 
those who take exception to this classification. 
Murray’ in 1930 published the case histories of 
3 patients with chronic idiopathic ulcerative 
colitis, and pointed out the close relation between 
emotional trauma and relapses and the cure of the 
disease when the trauma was removed. Since this 
paper there has been considerable discussion as to 
the possible etiologic role of psychogenic factors. 
It is assumed that through the autonomic nervous 
system, alterations in secretions and tissues are 
brought about which result in the extensive ulcer- 
ation of the colon. Sullivan’ is perhaps the most 
ardent advocate of the importance of these con- 
siderations. The case reports from several sources 
are striking. It is fair to say, however, that emo- 
tional trauma alone is not considered by most in- 
vestigators to be the sole etiologic factor, however 
controlling it may be in producing relapses in cer- 
tain individuals. 

As is the case with most imperfectly understood 
diseases, many theories have been advanced as to 
the cause of this disease. A deficiency of vitamins 
in the diet has been discussed as possibly condi- 
tioning the colon so that ulceration follows, but it 
seems clear that the avitaminosis which is some- 
times present is a result of the necessary limita- 
tions in food intake and of the altered absorptive 
capacity of the colon, and is not itself responsible 
for the lesions. Allergy has also been mentioned 
as of some significance, but no evidence is forth- 
coming in support of this view. A filterable virus 
has been suggested as the etiologic agent, but 
again no proof has been produced. The most 
widely accepted theory as to etiology postulates an 
infectious basis. Bargen* and others have grown 
from the stools and from the surface of the ulcers 
a diplococcus which is believed to be the cause of 
the disease. Although this organism has been 
found by other workers in many patients, its spe- 
cific etiologic significance is not universally or even 
widely accepted. Despite the impossibility of find- 
ing a specific organism, most investigators still 
maintain that the disease is infectious in origin. 


The medical treatment is directed, first, toward 
the institution of measures aimed to affect directly 
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the diseased colon; secondly, toward maintaining 
adequate nutrition; thirdly, toward combating the 
anemia; and fourthly, toward the relief of symp- 
toms. 

Specific treatment of the diseased colon includes 
an attempt to produce rest and a direct attack 
upon the ulcerations. Sedative drugs may be of 
some value—opium, bismuth, and others. A low- 
residue diet is chosen to reduce so far as pos- 
sible any trauma from intestinal contents. Irri- 
gations of the colon are distinctly harmful and 
may be dangerous in view of the possibility of per- 
foration. Oxygen introduced into the colon by 
tube and enemas with a solution of acriflavine 
have been recommended. Bacteriophage has been 
tried, and there are some apparently encouraging 
reports in the literature. Calcium is frequently 
employed, and also parathormone, in an attempt to 
affect favorably the changed permeability of the 
cells in the colon. We have had no personal ex- 
perience with these methods of treatment. Those 
who accept the diplococcus as the cause of the 
disease treat their patients with serum from a 
horse immunized with this organism, and follow 
it with a vaccine made from the same organism. 
Vaccines alone are also used. Favorable results 
have been reported, but many investigators have 
been unable to secure such results in their own 
comparable cases. In our hands vaccines have not 
produced changes which we could attribute to 
their use. Many persons believe that nonspecific 
protein therapy is helpful, and it is possible that 
the reports of favorable results from the diplo- 
coccus vaccine are due to this action. In addition 
to the procedures concerned with physical phe- 
nomena one must not forget the importance of 
the psychologic factors. The patient should be 
removed from an unstabilizing environment and 
should be relieved so far as possible from emotional 
trauma. 

The diet should have a minimum of residue con- 
tent, but in order to maintain adequate nutrition 
should be high in calories and have an abundance 
of vitamins. Special care should be taken to supply 
the minerals lost in the stools. 

To combat the anemia it is necessary in all 
but the mildest cases to resort to repeated trans- 
fusions; the blood should be watched carefully in 
order that they may be given before there is ex- 
haustion of the bone marrow. Iron is frequently 
not well borne, causing an increase in diarrhea and 
pain. The same is sometimes true of liver therapy. 

Pain is the most important subjective symptom. 
This is often very severe, cramplike in character— 
associated especially with the frequency of bowel 
movements. It is rarely possible to relieve this en- 
tirely during the most active stage of the disease, 
but opiates and other sedatives are of some assist- 
ance. 
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It is not easy to decide when or if surgical treat- 
ment should be undertaken in place of continued 
medical care. There is always the danger of per- 
foration; polyposis may develop with the possi- 
bility of malignancy; and the natural tendency of 
the disease to progress to a condition in which 
there is fibrosis of the colon and loss of function 
must be considered. In the mild cases even if the 
bloody stools continue for a considerable time, so 
long as the appearance of the colon by roentgeno- 
gram indicates that there is still little or no fibrosis 
it is advisable to continue medical treatment. The 
colon sometimes fails to show the loss of haustra- 
tions in severe cases for many months, and proba- 
bly in these cases surgical treatment should also be 
postponed, but frequent examinations of the colon 
should be made. Recovery may take place, but 
occurs only rarely. When the colon begins to 
show fibrosis, as evidenced by loss of the haustra- 
tions and narrowing of the lumen, ileostomy 
should be performed. By this procedure the colon 
is put at rest. It is freed from intestinal secretions 
and fecal residue and repair may take place. In 
adults, once an ileostomy has been performed it is 
accepted as a permanent substitute for the normal 
course of fecal material through the rectum. In 
young children, however, the ileostomy opening 
‘Nn some instances may be closed after two or 
three years. The difference between adults and 
children in this regard may be due to the greater 
reparative power of the colon in the latter or to the 
fact that the ileostomy has been performed earlier 
in the disease. It one waits until the roentgenogram 
shows the characteristic lead-pipe picture, the colon 
is composed of fibrous and connective tissue and 
there is little chance that normal tissue will be re- 
generated. If, however, the colon can be given 
rest early, repair may take place as it does in the 


milder cases which recover without operation. 

Case 3. W.T. was a normal boy up to 2% years of age, 
when he had an attack of diarrhea. After 3 or 4 days 
the stools contained mucus, pus and blood. During the 
next year he had remissions and exacerbations of the bloody 
diarrhea. His nutrition remained good and his color ex- 
cellent, and he had no pain. At the end of this period 
his general condition became less satisfactory, and he 
developed a slight anemia; but this was only temporary, 
and he did well again for some time. He was followed 
with medical treatment for 8 years. He was given a low- 
residue diet with a high vitamin content. He also had 
vaccines and a therapeutic test for amebic dysentery. There 
was one 10-months’ period when he was free from diar- 
rhea. Gradually his relapses became more frequent and 
of longer duration. His general condition grew worse; 
he lost weight and began to have abdominal pain. An ileos- 
tomy was performed. He responded at once. His general 
condition became excellent, he gained weight rapidly, and 
his color was normal. He indulged in full activity, enter- 
ing into the sports (swimming, football and_ baseball) 
of a healthy boy of 10. At the end of 2 years, a few weeks 
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before it was planned to close the ileostomy, he had a 
volvulus of the ileum with intestinal obstruction and death. 
At necropsy the colon showed no signs of disease. This 
furnishes proof of the possibility of the return of the colon 
to a normal condition if complete rest can be secured 
for a long enough period of time. 


Case 4. R. H., so far as we are aware, was at the time 
of operation the youngest patient with chronic idiopathic 
ulcerative colitis upon whom an ileostomy had been per- 
formed. He was referred for treatment by Dr. Fiege 
of North Adams when he was 7 months old. At 34 
months of age his stools became abnormal in consistence 
and occasionally contained blood. He had fever, the tem- 
perature often reaching 103° F. His diet was modified 
without any effect upon the bloody stools. There was 
considerable tenesmus and some pain on defecation. The 
stools began to show pus as well as blood. His tempera- 
ture fell to normal after a few days. His weight remained 
stationary, but he grew in length. There were occasional 
attacks of vomiting. Anemia was absent. On admission 
to the hospital he weighed 13% Ib., nearly double his 
birth weight, even though he had made no gain in weight 
for 34, months. Except for the lack of an adequate 
amount of subcutaneous fat the physical examination was 
negative. The laboratory tests failed to show any evidence 
of typhoid, dysentery or tuberculous infection. Procto- 
scopic examination showed two areas where the mucous 
membrane was slightly reddened, and just inside the anus 
general injection and a number of small ulcerations. A 
roentgenogram after a barium enema showed that the 
descending colon and sigmoid were constricted and smooth 
in outline—the appearance of chronic colitis. Just distal 
to the hepatic flexure there was definite constriction, prob- 
ably due to localized ulceration. In the lumen of the trans- 
verse colon there was a large oval mass, probably a blood 
clot. A diagnosis was made of chronic idiopathic ulcera- 
tive colitis. Under observation the patient exhibited peri- 
ods of elevated temperature and developed a mild anemia. 
There was no improvement in the colitis. His general 
condition steadily grew less satisfactory. After 3 weeks 
of medical treatment an ileostomy was performed by 
Dr. William E. Ladd. The boy had a somewhat stormy 
reaction from the operation, but after that began to im- 
prove. He gained about a pound a week for the following 
months. The bloody stools gradually disappeared. His 
general condition was slow in responding; he had a marked 
secondary anemia for over a year. A stricture at the anal 
orifice was dilated and several proctoscopic examinations 
were made. Two years and 8 months after the ileostomy, 
when his colon had apparently returned to a normal con- 
dition, the opening was closed. Since that time—a period 
of 9 months—he has had no further disturbance of the 
gastrointestinal tract.* 


Case 5. D. L. was a 10-year-old girl who had had 
severe bloody diarrhea for 4 years. On physical examina- 
tion she was extremely emaciated, weighing only 26 lb., 
while the average weight for her age is 60 lb. Com- 
plete laboratory examination established the diagnosis of 
chronic idiopathic ulcerative colitis. A roentgenogram 
after a barium enema showed the characteristic lead-pipe 
colon. An ileostomy was performed and she gained 35 |b. 
in the following 6 months. Her general condition im- 
proved correspondingly, and her diarrhea stopped. After 
an interval of 8 years the ileostomy was closed at another 

*Soon after this child was operated upon we had another patient 6 months 
old with the same disease who was given surgical treatment. She has also 


done well and now at the end of 2 years is apparently cured. Dr. Ladd 
expects to close the wound within a short time. 
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hospital. She has remained well for a period of 5 years 
and has normal bowel movements. 


Ileostomy should be performed even in those pa- 
tients who have progressed to a late stage of the 
disease and show extreme emaciation. It mav be 
a life-saving procedure. In the advanced cases 
it may be advisable in addition to remove the 
colon. This is especially to be considered in the 
older children who approach more nearly the adult 
form of the disease. Colectomy should unques- 


tionably be done if there is widespread polyposis. 


We have seen at the Children’s Hospital and in 
private practice 29 children with chronic idiopathic 
ulcerative colitis (Table 1). Two of these chil- 


End Results in Treatment of Chronic Idiopathic Ulcerative 
Colitis. 


TABLE 1. 








Total cases 
Condition unknown 


Medical treatment only 
Acute stage 


Ileostomy 4 
REA Perr cris ree 
Closed 


Perforation ... ae hs 
Acute without surgery 
Following ileostomy 
Following colectomy 


Volvulus 

Ileostomy 

Ileitis — 
Tracheobronchitis 

Peritonitis after attempted closure 
Carcinoma ; ve 





dren have not continued under observation, and 
we do not know their present condition. Of the 
remaining 27, 16 are alive (the last report on some 
of them being made one year ago). Seven of these 
have had only medical treatment; 2 of them are 
still in the acute stage, and the other 5 are well. 
None of the cases were very severe. The duration 
of the disease in the cured patients varied from 
two to ten years. Nine of the patients who are 
alive have had an ileostomy performed. In 5 of 
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these the ileostomy has been closed after a varying 
period of time, and they are well. Four others 
still have an open ileostomy and are doing well. 
Eleven of the 29 patients are dead. Four died of 
perforation. One of these was the severe case re- 
ported above; in 2 the perforation occurred one 
week and ten days, respectively, after ileostomy 
and in the other followed a colectomy. Two died 
of volvulus—two and three years, respectively, 
after ileostomy. One child died after ileostomy, 
1 died soon after ileostomy of ileitis probably sec- 
ondary to a general infection, 1 died of a severe 
tracheobronchitis two months after closing of the 
ileostomy, 1 died of general peritonitis after un- 
successful closing of the ileostomy, and 1 died of 
carcinoma. 


From whatever point of view one considers 
chronic idiopathic ulcerative colitis, it presents a 
serious and distressing situation. It seemed worth 
while to report our cases because present-day con- 
ceptions of the disease are based for the most part 
upon the condition as manifest in the adult. The 
greater reparative capacity of the tissues of the 
child introduces an element of hope into a dreary 
picture. One cannot expect that spontaneous cure 
will occur except in the mild cases, and even in 
these children one should be cautious about con- 
tinuing medical treatment for too long a period. 
We can record some children with the severe form 
of the disease who are apparently well after surgi- 
cal treatment. Some of them are now having nor- 
mal stools by the natural method. Whether the 
disease will recur in adult life only the future 
can tell. 
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HE surgical management of diseases of the 

thyroid has advanced from the period when it 
was the feeling in medical societies that surgeons 
with any conscience should never attempt to oper- 
ate upon goiter. Today it is generally conceded 
that the surgical management of toxic goiter is 
by all odds the best treatment. From the days in 
which thyroid surgery was most dangerous and 
critical, and was performed by relatively few men 
in the world, we have now advanced to the stage 
where many well-trained surgeons are expert in 
this work, and where the mortality has been re- 
duced to a very low figure. 

It is but natural that our interest should have 
been centered in the past on the development of 
surgical technic, on the study of the indications 
for and limitations to surgery and on endeavors 
to prevent serious postoperative storms, which at 
their worst might mean a fatality. Many of us 
have perhaps been entirely satisfied with our thy- 
roid surgery if a patient with an extremely critical 
risk went through his operative procedure and re- 
gained a normal metabolism plus an apparently 
satisfactory condition of health. As one goes ahead 
in the treatment of thyroid disease, however, it is 
apparent that there is still something more to be 
accomplished than the saving of the patient from 
the immediate effects of hyperthyroidism or malig- 
nancy or tracheal pressure. There are many rela- 
tively minor complaints,—minor so far as life- 
threatening surgery is concerned,—which are still 
present after thyroid operations and which still 
cause varying amounts of discomfort or unhappi- 
ness. Having accomplished the major objectives of 
thyroid surgery in the selection of cases, the timing 
of operations, the development of preoperative and 
postoperative management, the avoidance of thy- 
roid storms and the reduction of operative mor- 
tality to an extremely low figure, it is now desir- 
able that we direct our attention to the avoidance 
of the minor disturbances which many of these 
patients still have after thyroidectomy. 

The minor postoperative difficulties to which we 
particularly refer are: 


1. Difficulty in breathing and swallowing, which 
is not infrequently present for the first two or 
three days after operation. 

2. Changes in the voice. 
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3. Injuries to the superior and inferior laryngeal 
nerves, with resultant changes in function of 
the muscles of the larynx, pharynx and soft palate. 

4. Poor scars. 

5. Deformity of the contour of the neck. 


The first of these minor difficulties, which one 
notes particularly after subtotal thyroidectomy, is 
the pain that the patient has on attempting to 
swallow. This is no doubt due to the trauma of 
the prethyroid muscles which occurs when they 
are cut or widely retracted for exposure of the thy- 
roid lobes. It comes on as soon as the patient be- 
comes conscious, and persists from thirty-six to 
seventy-two hours after operation. If it were not 
for the difficulty and pain in swallowing, many of 
our postoperative thyroid cases could take an ade- 
quate amount of fluid by mouth, and the neces- 
sity of parenteral administration of fluid would 
disappear. Relief in any degree is not only grati- 
fying to the patient, but also assists in avoiding the 
extra complications of intravenous or subcutaneous 
fluid administration. 

In our experience the best relief of the postoper- 
ative pain of swallowing is obtained by having the 
patient sit upright in bed on his return from the 
operating room. When attempts to swallow are 
made the nurse is instructed to have the patient 
bend the head well forward, so that the chin comes 
as close to the sternum as he can bring it. With a 
drinking tube the patient can usually then drink 
a whole glassful of water with relatively little pain 
or difficulty. 

Increased secretion of mucus and inability to 
clear the upper airway produce troubled breath- 
ing, a constant sense of irritation and a desire to 
cough, and are most annoying in the immediate 
postoperative case. This, we believe, is in part 
the result of trauma to the trachea during thy- 
roidectomy, but perhaps it arises even more from 
edema of the larynx and is associated with rough 
manipulation and injury to the superior laryngeal 
nerve. In fact, Johnson has demonstrated experi- 
mentally that stimulation of the peripheral ends of 
the superior and inferior laryngeal nerves increases 
the secretion of tracheal mucus. 

It has been the custom in some clinics to ad- 
minister ammonium chloride to patients having 
much postoperative laryngeal and tracheal mucus, 
but with this we are not in complete agreement. 
Certainly most toxic thyroid patients nowadays 
have large amounts of Lugol’s solution, in which 
much potassium iodide is present. This is a well- 
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known expectorant, and if one were indicated, cer- 
tainly the patient would have had a sufhcient 
amount. Morphine, of course, reduces the cough re- 
flex, and though it is absolutely necessary to, quiet 
the toxic patient, it should be administered so that 
the cough reflex is still present and the patient is 
able to clear his throat of this mucus. Inhalations of 
steam or tincture of benzoin, vaporized in hot 
water, have proved most gratifying. In certain 
cases we have found that the use of postural drain- 
age has brought very definite comfort. The pa- 
tient is permitted to hang his head over the side 
of the bed with the nurse’s assistance, and one or 
two expulsive coughs in this position clear away 
the mucus and give great relief. Minute doses of 
atropine have ‘also proved of value. The best 
method of doing away with postoperative laryngeal 
tracheal irritation is obviously the careful avoid- 
ance of nerve injury and roughness in the manipu- 
lation of the larynx. 

The sense of a lump pressing upon the wind- 
pipe is one of the common postoperative difficulties 
of which patients complain. This is oftentimes 
extremely trying to them, and they are most grate- 
ful when the sensation can be removed. Although 
it may well be due simply to edema in all the 
prethyroid tissues following the operation, it is, 
nevertheless, in our experience, much more fre- 
quently related to the presence of an actual col- 
lection of fluid, which produces pressure upon the 
trachea and larynx. This may be due to a hema- 
toma which has slowly formed after the operation, 
or to a collection of serum beneath the skin flap. 
Every attempt must be made to avoid the develop- 
ment of a hematoma by the most meticulous at- 
tention to the oozing from all tiny vessels. 

It is also necessary to emphasize the careful hand- 
ling of the patient’s head when at the close of the 
operative procedure he is being removed from the 
operating table to the truck and from the truck to 
the bed. Careless transportation by nurse or or- 
derly may pull out one of the mattress sutures 
which have been placed around the prethyroid 
muscles, with resulting ooze from one of the an- 
terior jugular veins lying thereon. We make every 
attempt to instruct the nurses and orderlies that, 
when transporting these patients after operation, 
the head must be kept flexed by pillows until the 
patient is conscious and able to move. 

As we have attempted to avoid the various minor 
complications in thyroid surgery, we have been 
tremendously impressed with the advantages in 
having a dry postoperative wound—dry as to the 
development of hematoma and as to the collec- 
tion of serum. If there is any single complication 
following thyroidectomy which is more trying than 
any other in the first few days and weeks of con- 
valescence, it is the development of serum under- 
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neath the skin flap. Serum, we believe, follows 
incomplete hemostasis, the ligation of too large 
pedicles of tissue when vessels are tied, the in- 
clusion of too large pieces of prethyroid muscle 
in the mattress sutures and the use of too large 
ligature material in suturing and tying under the 
skin flap. Much has been said about this preven- 
tion of serum; yet it is the experience of many 
men who do thyroid surgery that 90 per cent or 
over of all such patients have collections of serum 
that require probing. Certain men have stated, 
and no doubt correctly, that by the use of silk they 
have avoided serum in the great proportion of 
their cases. We do not wish at this time to enter 
into the old discussion of silk versus catgut, but 
we believe that the men who use silk have cer- 
tainly demonstrated that much finer ligature su- 
ture material can be used than has been the custom 
with the users of catgut. With this idea in mind, 
we have recently changed our technic considerably, 
and have materially reduced the size of the catgut 
that we employ. We now use “000” ties in the 
skin, “0” ties on the gland and very fine chromic 
catgut sutures for the prethyroid muscles. With 
this change in our technic and with the great- 
est attention to hemostasis and the tying of only 
tiny bits of tissue around the blood vessels, we 
have reduced the incidence of serum underneath 
the skin flaps to less than 10 per cent of all cases. 
The consequent improvement of the scars has nat- 
urally been very marked. 

The postoperative development of a hematoma 
in the wound is always most trying to the sur 
geon and to the patient. It is the tendency, per- 
haps, of most surgeons—ourselves included—to 
poultice the wound, to wait for the hematoma to 
liquefy, then to probe the wound repeatedly and 
trust that the hematoma will eventually drain out. 
In certain cases this conservative course is neces- 
sary because the patient’s general condition is such 
that further anesthesia, even local, is undesirable. 
We are satisfied from our experience, however, that 
once a good-sized hematoma has developed in the 
skin flap, it is best, if possible, to reopen the flap, 
clean out the hematoma, find any oozing vessel 
that is present (though often none will be visible), 
and close the flap again with skin clips and a small 
rubber drain in one corner. In this way, the drain- 
age of serum is rendered much shorter in dura- 
tion, and the ultimate scar is much better. 

The questions of drainage and of the postopera- 
tive use of drains need not be discussed at this 
time, except to say that we have no hesitation in 
using a drain in a thyroid wound if there is much 
oozing which we cannot control. We like, how- 
ever, to have the drain emerge at the angle of the 
scar, at either one end or both, and to remove it 
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in twenty-four to forty-eight hours. We prefet 
never to put drains in wounds during convales- 
cence, for this may make a very poor scar. 


Occasionally much discomfort arises postopera- 
tively from a generalized edema across the front 
of the neck. This, we are inclined to believe, 
comes from the use of excessively large incisions 
and the application of too much trauma to the 
neck. We have therefore reduced the size of our 
incision, provided we can still get a good expo- 
sure of the thyroid gland; and we have done every- 
thing we can to lessen the trauma involved in de- 
livering and removing the gland. When a brawny 
edema does develop across the neck, however, we 
are apt to probe very early to be certain that 
there is*no accumulation of serum, and apply ice 
collars for an hour at a time every other hour. 


Postoperative pain across the back of the neck 
and down the shoulders across the small of the 
back, above the scapulae, is much more fre- 
quent in older people. We believe it is due to 
hyperextension of the cervical spine during the 
course of thyroidectomy, and if the patient has a 
chronic arthritis, this hyperextension carried on 
for thirty or fifty minutes will frequently produce 
much arthritic pain. This pain has been very se- 
vere in some patients, and has occasionally per- 
sisted for two or three weeks after the operation. 
Usually, however, it lasts but three or four days, 
and then disappears. We have found that codeine 
and aspirin in combination have done more than 
morphine to relieve this type of pain. We have 
used them with great satisfaction in controlling all 
pain in postoperative thyroid patients. But when 
we operate upon an older patient, we are now par- 
ticularly careful not to overextend the neck, and 
we reduce the extension as much as we can while 
still obtaining a good exposure of the thyroid. 

Roeder’ has called attention to the relative fre- 
quency of voice changes after thyroidectomy, and 
our own observations have shown the need of at- 
tention to this complication. Congestion of the 
mucous membranes of the larynx and trachea, post- 
operative immobility of the larynx, loss of vocal 
cord tension, and temporary injuries to the superior 
and inferior laryngeal nerves, causing partial immo- 
bility of the vocal cords, all may result in changes 
of voice of long or short duration. 


The very serious abductor and adductor paralyses 
of the vocal cords, with laryngeal dyspnea and 
aphonia respectively, have been largely avoided by 
careful preservation of the inferior laryngeal nerves. 
More frequent, however, are such disturbing 
changes as lowered voice pitch, with decreased 
range, huskiness and partial aphonia for a varying 
length of time. Nordland® cites an instance ot 
altered voice following unilateral pole ligation. 


Roeder* has demonstrated that these changes may 
result from injury to the superior laryngeal nerve 
during resection of the superior pole of the thyroid 
gland. We are in agreement with the latter's 
statement that the removal of the superior pole 
may be followed by at least as many complications 
as the resection of any other portion of the gland. 

The importance of the superior laryngeal nerves 
and the need of avoiding injury to their internal 
as well as their external branches during ligation 
of the superior thyroid vessels need more atten- 
tion from thyroid surgeons. No particular technic 
directed toward the preservation of these nerves 
has been generally carried out. Only limited at- 
tention to clarifying their functional importance 
has appeared in the literature since Kocher (quoted 
by Roeder) first advised their consideration in 
thyroidectomy. 


The superior laryngeal nerve has been found 
to supply sensation to the mucosa of the larynx 
and motor activity to the cricothyroid muscle. 
More recently the interarytenoid muscles, which 
are adductors of the posterior ends of the vocal! 
cords, have been shown to receive innervation from 
the internal branch of this nerve. The impression 
has been gained from anatomic studies that the 
recurrent laryngeal nerve supplies sensation up to 
the level of the vocal cords, and that above this, 
sensation arises via the internal branch of the 
superior laryngeal nerve. 

When the superior laryngeal nerve is involved 
directly in ligation of the superior pole, or indi- 
rectly by excessive downward traction on the pole, 
the result, according to Roeder, may be anesthesia 
of the upper larynx, interarytenoid or adductor 
paralysis with aphonia, loss of upper laryngeal 
sphincteric action, with pooling of saliva in the 
upper larynx, or the so-called thyromandibular re- 
flex, with pain referred to the lower jaw and 
tongue on the same side. Occasionally the vago- 
pinna reflex, with pain in the region of the external 
auditory canal, and paralysis of the elevating mus- 
cles of the soft palate and of the inferior constrictor 
muscle of the pharynx, with regurgitation of fluids 
through the nose during the act of swallowing, 
may follow injury to this nerve. 

The pretracheal fascia at the superior pole more 
or less encapsulates the superior thyroid vessels and 
contains, within a separate compartment on its 
inner surface, the external branch of the superior 
laryngeal nerve. This fascia at the higher level of 
the thyrohyoid membrane is attached for several 
centimeters to the internal branch of the nerve. 
Forcible downward traction on this fascia, espe- 
cially in high-mass ligation of the pole, may injure 
the internal as well as the nerve’s external branch. 

We have therefore attempted to avoid possible 
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nerve injury by accurately exposing and clamping 
the superior thyroid vessels just outside the thy- 
roid tissue. If a ligature passer is used, care is 
taken to include only the vessels and not the struc- 
ture close to the laryngeal wall. Usually, however, 
we clamp the individual branches of the superior 
thyroid artery and ligate them separately. This 
permits the pole, even when retrolaryngeal, to be 
readily delivered and preserves the superior laryn- 
geal nerve. 

We are satisfied from our recent experiences that 
the postoperative course of our thyroidectomized 
patients has been materially easier and greatly im- 
proved since we have adopted this special technic 
to avoid injury of the branches of this nerve. Cer- 
tainly they have had far less mucus, far less difh- 
culty in swallowing and much less change in 
voice tone. 

The fourth minor difficulty that arises after thy- 
roidectomy is the appearance of the scar. When a 
patient is extremely ill, he or she has little thought 
of the appearance that the scar will have after 
operation, and we are sure that, in certain in- 
stances, many of us are likewise inclined to give it 
little enough attention. Special pains may well 
be taken, however, to ensure as good a scar as pos- 
sible in thyroid patients, and much can be done to 
improve the present results in many instances. The 
location of the scar is most important. If we can 
find a wrinkle in the neck, the incision should be 
made there. One should be careful to note where 
the wrinkle is before the neck is hyperextended. 
The scar should be symmetrical from side to side 
and not lopsided. Even though an adenoma may 
be largely on one side of the midline, the scar 
should be symmetrically placed so that each end 
is equidistant from the center of the neck. It 
should have a slightly upward tilt over a large 
adenoma, because when the tumor is removed the 
skin will return to a lower level, and the scar will 
then become a straight line. We use clips in clos- 
ing the skin, without any attempt separately to 
close the platysma muscle. We remove every other 
clip twenty-four hours after the operation, and at 
forty-eight hours all clips are removed. Thus far 
we have had no difficulties from this routine, and 
we feel satisfied that our scars have been materially 
improved. 

Certain patients develop a keloid swelling in the 
scar, and we are at a loss to account for its devel- 
opment. The keloid may be very wide and in- 
volve all the skin of the scar or one portion of it 
on either side of the midline. We have tried x-ray 
treatment, radium treatment and excision plus 
x-ray treatment, but have not as yet reached any 
decision as to which is best. We are inclined to 
believe at present that very small doses of x-ray 
treatment are reasonably satisfactory. We have 
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had unfortunate experiences with the later devel- 
opment of telangiectases after excessive x-ray treat- 
ment, and these, of course, only make a bad mat- 
ter worse and must be rigorously avoided. 


The question has sometimes arisen as to whether 
the patients who develop keloid scars are the ones 
who have hypothyroidism postoperatively. We 
have not, however, been able to convince ourselves 
that the development of a keloid is related to 
hypothyroidism or myxedema, since it certainly 
occurs in people who have neither of these condi- 
tions. 

Following operation in certain instances there is 
a diffuse, brawny edema that overlies the level at 
which the prethyroid muscles have been cut and 
then brought together with mattress sutures. This 
is extremely disturbing to many patients, who find 
that the swelling is as large or larger than that of 
the goiter before operation. It is most important to 
be able to reassure these patients and tell them 
that in six to eight weeks all this thickening will 
disappear, the wooden feeling of the neck will go, 
and the normal contour will return. 

Anesthesia of the upper part of the skin flap is 
not infrequently seen. This is particularly likely 
to occur when a very wide excision is carried out, 
reaching to the superficial cervical plexus overlying 
the sternomastoid on either side of the neck. If 
the dissection does not need to go this far, cer- 
tainly it should not be carried there, and this an- 
noying anesthesia of the submental area will be 
avoided. 

We have observed certain unpleasant deformi- 
ties of the neck following thyroidectomy that we 
feel can be avoided. Perhaps the worst deformity 
is seen in very large goiters that necessitate a wide 
incision of the prethyroid muscles to obtain ade- 
quate exposure. Here, in some cases, the incision 
is carried so far laterally and upward that the 
nerve supply to the sternomastoid muscle is cut. 
This of course produces an atrophy of at least the 
lower third of the muscle, which gives a very 
marked and unpleasant deformity to the front of 
the neck. In other instances there is seen post- 
operatively the development of a very deep supra- 
sternal fossa, of the masculine type, which women 
find most trying after having previously had a 
fully rounded suprasternal area. This we try to 
avoid in two ways: by taking great pains not to 
cut the hypoglossal nerve loop when we are plac- 
ing clamps on the prethyroid muscle, and by fill- 
ing the suprasternal area in front of the trachea 
with the prethyroid muscle when we are closing 
the neck. By careful suturing, one can fill the pre- 
tracheal’ area with these muscles and to a consid- 
erable degree overcome this deformity. Attention 
to these minor details during operation will pre- 
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vent the postoperative development of many un- 
attractive necks. 

We have laid great stress in recent years on the 
examination of patients at operation for a pyram- 
idal lobe of the thyroid. This procedure has 
been somewhat forced upon us by the unfortunate 
hypertrophy in one or two cases of the pyramidal 
lobe subsequent to subtotal thyroidectomy. The 
pyramidal lobe may develop a collection of thyroid 
tissue that lies in the midline well above the orig- 
inal scar and that is extremely prominent, par- 
ticularly in a patient who has had a goiter re- 
moved. Before finishing the thyroidectomy, 
therefore, we explore the neck with the greatest 
of care to see if there is any pyramidal lobe pres- 
ent; if found, it is removed as thoroughly as pos- 
sible. This not only avoids the possibility of the 
postoperative development of an_ unattractive 
nodule in the front of the neck, but also reduces 
the chance of recurrence of hyperthyroidism in 
toxic patients. 

Attention to the lesser details of thyroid surgery 
is of the greatest importance, not only in securing 
an immediately comfortable convalescence, but also 
in assuring the patient of permanently satisfactory 
results. 


SUMMARY 
An attempt has been made to emphasize and to 
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review the minor complications that may arise in 
goiter patients after thyroidectomy. 

Attention has been called to such disturbances 
as postoperative difficulty in breathing and swal- 
lowing, changes in voice, and injuries to the su- 
perior and inferior laryngeal nerves, with resultant 
changes in function of the muscles of the larynx, 
pharynx and soft palate. Suggestions for avoid- 
ance of these complications have been made. 

Later disturbances resulting from poor scars, 
keloid formation and deformity of the contour of 
the neck have been cited as not infrequently oc- 
curring, to mar the end results of goiter surgery. 
These provide additional reasons for periodic fol- 
low-up examinations of the thyroidectomized pa- 
tient. 


171 Bay State Road. 
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THE RELATION OF ALLERGY TO GENERAL MEDICINE 
Watter S. Burrace, M.D.* 


BOSTON 


N recent years, allergy has received an increas- 

ing amount of publicity. On-every hand one 
hears the statement, “You must be tested,” with 
the hope, almost assurance, that the answer to 
asthma, eczema, hay fever, hives, migraine, rheu- 
matism, mucous colitis, gastric ulcer, indigestion 
and various other medical disorders will then be- 
come a simple matter. 

Over how long a period has this propaganda 
been spreading? As far back as the time of Jen- 
ner’ in 1798, observations were made to suggest 
that some individuals had the peculiar capacity 
to react toward certain foreign substances harmless 
to others. In 1872, Wyman’ published one of the 
earliest accounts of “autumnal catarrh” in this 
country, and the following year Blackley* first 
described a skin test, associating the presence of 
grass pollen with his own hay fever. Not until 
1894, however, with the advent of diphtheria anti- 
toxin in general medicine, was there any signifi- 
cant observance of the phenomena of human sen- 
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sitivity, and it has only been since the World 
War that any marked headway from the clin- 
ical standpoint has been made. The progress dur- 
ing this period is striking, yet it has been made 
on the part of a comparatively small group of in- 
vestigators and clinicians. The practitioner in va- 
rious branches of medicine has found increasing 
difficulty in sorting out the practical aspects of 
this progress and applying them to his own work. 


The size of the allergic group is much larger 
than is commonly supposed. Widely divergent es- 
timates place the number of patients with different 
forms of demonstrable sensitivity at from 1 to 
50 per cent* of the population. According to the 
latest census, this would mean that there are some- 
where between one and sixty million of these indi- 
viduals in the United States alone. The majority 
of such patients first seek aid from physicians 
in different types of practice. Not only should 
the latter guide their patients into the right chan- 
nels for further study, but it is our contention that 
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the doctor himself can in many instances, with 
little or no special laboratory equipment, make 
a diagnosis and outline intelligent treatment of 
the allergic manifestations. In spite of this con- 
viction, it is interesting to observe how many peo- 
ple are referred to the allergist with symptoms 
whose etiology has scant suggestion of sensitivity. 
The converse is even more true: namely, that there 
are any number of patients who are treated symp- 
tomatically for years for their spring vasomotor 
rhinitis or September asthma, upon whom no sus- 
picion of extrinsic etiology has ever been cast. It 
is all too apparent that the fundamental criteria 
of allergy are not appreciated so widely as they 


should be. 


Let us consider from which branches of medicine 
our allergic individuals are most commonly re- 
ferred and of what types of disorders they may 
complain. 

From the pediatrician, general practitioner and 
internist come the majority of cases of asthma, urti- 
caria, migraine, angioneurotic edema and food 
sensitivity. The laryngologist is sometimes the 
first to be called in cases of physical allergy or of 
seasonal hay fever, as well as that large and often 
puzzling group classified as vasomotor rhinitis or 
perennial hay fever. The ophthalmologist may be 
consulted for hay fever on account of the con- 
junctivitis, lacrimation and photophobia that often 
accompany it; in addition there are cases of 
vernal catarrh,’ corneal ulcers, keratitis and epi- 
scleritis for which an allergic explanation is some- 
times sought. 

With dermatology, allergy is closely allied on 
account of the growing realization that various 
forms of skin disease may have sensitivity as a 
background. Here we have a group of conditions 
often broadly classified under that much-abused 
term “eczema.” Cutaneous disturbances may be 
caused not only by ingestion of certain foods and 
drugs, or even by inhalation of foreign substances 
to which the patient is sensitive, but also by direct 
contact with a large number of allergens, such as 
dusts, chemicals, articles of clothing, pollens and 
other materials to which we are commonly ex- 
posed. Among those diseases of the skin most 
properly linked with allergy are urticaria, angio- 
neurotic edema, some drug eruptions, atopic derma- 
titis, contact dermatitis, toxic reactions of fungous 
diseases and certain cases of infantile eczema, syphi- 
lis and tuberculosis. There are yet others® which 
present possible allergic relations, such as erythema 
nodosum, erythema multiforme, lupus erythemato- 
sus, psoriasis, lichen planus, pemphigus, periarteri- 
tis nodosa, dermatitis herpetiformis and acne vul- 
garis. 
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The surgeon occasionally brings for discussion 
those cases at first considered acute abdominal 
emergencies which, upon investigation, prove to be 
only “intestinal hives.” It is a common occurrence 
to be asked about the advisability or method of 
administering antitetanic serum or other foreign 
protein therapy to the allergic patient, and about 
the management of serum disease, which often 
occurs after such a prophylactic dose has been 
given. In rarer instances, the urologist turns to the 
allergist for the cause of unexplained urinary tract 
pain,’ the neurologist for help in epilepsy® and the 
oral surgeon for suggestions in the etiology of 
canker sores.” In gynecology, allergic explana- 
tion has been offered in certain cases of leukor- 
rhea and dysmenorrhea.*° 


What characteristics in the patient or his history 
should the practitioner of any branch of medicine 
look for as criteria of allergy?** The following 
are of importance when found: (1) a presenting 
symptom which can be explained by smooth mus- 
cle spasm or by increased capillary permeability; 
(2) the occurrence of one or several other mani- 
festations of allergy; (3) a positive family history 
of sensitivity; (4) the presence of positive skin 
tests; (5) the demonstration of a blood eosino- 
philia. 

With the hint given by the finding of one or a 
number of the above criteria, any physician can 
then lay a fairly simple foundation for the study 
of his case, and one which requires a minimum of 
specialized equipment. 

The next step is the taking of a careful allergic 
history.’* In taking histories of patients with al- 
lergy, especially asthma, one must specify dates and 
localities of attacks, rather than employ some rou- 
tine phrase such as “two years ago.” It is impor- 
tant to know that the patient’s nasal symptoms or 
asthma came in the winter, associated with colds, 
and may therefore be infectious in nature, or, on 
the other hand, that their first appearance was in 
early June at the height of grass pollination, or 
perhaps around Labor Day in the ragweed season. 
In like manner the environment is of importance, 
including, as it often does, the presence of animals, 
various types of bedding, face powders or occupa- 
tional dusts. These details may seem of such trivi- 
ality that they are commonly overlooked in an 
ordinary history, yet in reality attention to them 
may actually lead to the diagnosis. One must also 
account for all the time that has elapsed since the 
onset of illness. The periods of freedom from at- 
tacks may be as important as the times of trouble 
if one can demonstrate that certain factors or sur- 
roundings absent in the former are present in the 
latter. As an example, our patient perhaps had 
asthma during the early period of his life when he 
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lived on a farm. Upon moving to the city, all was 
well until, some years later, he acquired a cat, 
when his asthma recurred. The importance of the 
history cannot be overestimated, for on it rather 
than on the skin tests, as is commonly supposed, 
rests the best chance of success in diagnosis. The 
tests, however, must not be omitted, for through 
them we have an opportunity of confirming our 
history or of picking up other evidence of unsus- 
pected sensitivity. 

The three common methods of testing are the 
scratch, the intradermal and the patch tests. The 
first of these is most adaptable to the general prac- 
titioner, for with a simple set of perhaps thirty 
of the commoner foods, dusts and pollens he may 
supplement his history. The intradermal tests, 
more delicate than the scratches, are of value to 
the allergist. ‘They must be made under sterile 
precautions and with materials of known concen- 
tration. Their indiscriminate use with the sensi- 
tive patient is costly and sometimes dangerous, and 
is therefore not recommended for use in general 
practice. The patch tests have a distinct place in 
the study of contact dermatitis cases. Any physi- 
cian may .obtain from his patient small amounts 
of materials such as soaps, ointments, cosmetics, 
clothing, and so forth, which are suspected of 
causing trouble. These samples can then be placed 
upon the skin, covered with cellophane, and held 


in position for forty-eight hours with squares of 
adhesive tape or with collodion. 

One should never consider tests as infallible. 
The doctor should always remember that _posi- 
tive tests are sometimes of no clinical impor- 


tance. Conversely, a patient may be clinically 
sensitive yet have negative tests. There is also 
considerable variation in the reading of tests, for 
reactions considered positive by .some are inter- 
preted as negative by others. Any form of treatment 
based upon the presence or absence of positive 
skin tests alone is liable to be unsatisfactory, and 
may even be harmful to the patient, in that his 
diet or mode of living may be restricted beyond 
the bounds of common sense. It is not unusual to 
see patients who bring in a list of some seventy to 
one hundred foods which they have not been al- 
lowed to eat. In one instance, this list had been 
further restricted by the overanxious housewife 
until her diet was reduced to little more than 
noodle soup. In another, a conscientious patient 
had been advised, on the basis of positive tests, to 
avoid certain foods as well as contact with silk. 
The former injunction made it difficult for him to 
secure his prescribed diet away from home, while 
fear of contact with silk kept him away from the 
theater, dances and other social activities. At the 
end of a year his symptoms were unchanged but 
both he and his wife were on the verge of nervous 
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breakdowns. They wept with joy on being told 
to return to a normal existence, and a short time 
later the asthma began to improve. 

No allergic study is complete without a careful 
medical background with its system history, phys- 
ical examination and laboratory tests. It cannot 
be overemphasized that allergy must be consid- 
ered as an integral part of general medicine rather 
than as a sleight-of-hand juggling of an intricate 
assortment of complicated skin tests. 

In considering the problem of treatment for the 
allergic patient, one must decide whether the eti- 
ology of his symptoms has been shown to be ex- 
trinsic or whether it is intrinsic or infectious. In 
either event, every effort must be made to elimi- 
nate the offending substances, whether they be 
animal danders, house or industrial dusts, specific 
foods, or foci of infection in the teeth, sinuses, 
chest or other parts of the body. A combination of 
several of these factors may be involved. Elimina- 
tion of foci is, of course, a purely medical prob- 
lem, but the doing away with specific dusts de- 
mands a rigorous technic appropriately called “al- 
lergic cleanliness.” If any household dust such as 
that from feather pillows is at fault, it is not sufh- 
cient to remove the pillows. The bedding must 
be entirely covered with some nonpermeable ma- 
terial such as stork sheeting, the bedroom thor- 
oughly cleaned with a damp cloth, the rugs beaten 
and the curtains washed. No surface or dust- 
absorbing materials must be neglected. One has 
only to consider the microscopic amounts of pollen 
in the air necessary to cause hay-fever symptoms to 
realize that elimination of dusts in the home is a 
far from simple matter. In the case of severe sen- 
sitivity to animals, it is sometimes weeks after the 
dog has gone, and after weeks of vacuum-cleaning 
and carpet-sweeping, before the patient is entirely 
symptom-free. 

Where elimination is impossible, as in pollen 
hay fever and certain industrial or house dusts, im- 
munization should be attempted. This is best 
done under the direction of those who are accus- 
tomed to this type of work, for individual sensi- 
tivity may be extreme or very slight. In the for- 
mer case, routine treatment may produce alarm- 
ing general reactions; in the latter, inadequate 
dosage is apt to render the treatment of little value. 

The problems of allergy require a slightly dif- 
ferent method of attack and, in some instances, 
more specialized equipment than is possessed by 
most members of the medical profession; yet the 
essential tools are available to us all. We must 
make a careful selection of the type of case that 
should be included in this group, study the aller- 
gic history, use the simple scratch tests, and weigh 
the problems of allergic cleanliness and specific de- 
sensitization. With these considerations in mind, 
we shall all help to put more sense in sensitivity, 
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and there will then be an even closer relation be- 
tween allergy and general medicine. 


330 Dartmouth Street. 
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THE MANDELIC ACID TREATMENT OF 
URINARY TRACT INFECTIONS 


Fietcuer H. Cotsy, M.D.* 


BOSTON 


PECIFIC drug therapy of infections of the 

human body is making rapid progress. An 
outstanding example of this is the employment 
of mandelic acid in the treatment of urinary tract 
infections. Sufficient clinical trial has now been 
given this drug to prove its worth and to estab- 
lish it as an effective agent in eliminating certain 
specific forms of infection from the urinary pas- 
sages.'~** 

Mandelic acid differs from most urinary anti- 
septics of the past because it is the product of care- 
ful investigative work, clinical and experimentai, 
and is the result of keen observation, sound reason- 
ing and intelligent interpretation of facts. Its use- 
fulness is firmly established, and proof has been so 
frequently given in recent publications that it needs 
no repetition. 

Judging from the reports of the past year, an 
astonishing degree of success has followed the use 
of this drug. There are 91 recorded instances of 
uncomplicated infections of the urinary tract 
caused by Bacillus coli and treated with mandelic 
acid, in 73 of which, or 80 per cent, all traces of 
infection were removed and the urine was rendered 
culturally sterile. These 91 cases were recently re- 
ported from four different clinics in England and 
the United States. Such success appears to be con- 
sistently maintained when the inflammatory 
changes are caused solely by B. coli, and when the 
situation is not complicated by obstructive lesions 
or by long-standing, deep-seated disease. No other 
urinary antiseptic has approximated this degree 
of success. 

A summary of 15 of the first cases of infection 
of the urinary tract treated with mandelic acid 
at the Massachusetts General Hospital also demon- 
strates its value. Since these 15 cases were taken 
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as they came under observation, and were not 
selected from a larger group, they give a very fair 
evaluation of the efficiency of the drug. Further- 
more, they illustrate certain points which are im- 
portant when this form of treatment is employed. 


Summary of All Cases 


Finat Urine 
CULTURE 
(Resutrt) 

Sterile (cure) 


Days 
TREATED 


URINE 
CULTURE 


D1acnosis 


Acute pyelitis 3. coli 5 


Enlarged prostate, 3. coli 7 Sterile (cure) 


cystitis 
Chronic pyelitis 


3. coli Sterile (cure) 


Chronic cystitis 3. coli Sterile (cure) 


Enlarged prostate, 3. coli Sterile (cure) 
cystitis 

Enlarged prostate, . coli Sterile (cure) 
cystitis 

Cystitis (post- coli 
operative) 


Sterile (cure) 


B. coli—1 colony 
(benefit) 

B. coli (benefit, 
symptom-free, 
no pus in urine) 
B. coli 

(no benefit) 

B. coli 

(no benefit, 


dosis) 


Prostatitis, 3. coli 


cystitis, pyclitis*® 
Cystitis (post- . coli 
operative) 


Chronic pyelitis coli 
. alcaligenes 


W.H.W. Chronic pyelitis 3. coli 
severe ac 
B. coli, 
B. pyocyaneus, 
Streptococcus 
(? benefit) 

B. coli 

(no benefit) 

B. coli, 

B. proteus 

(no benefit) 

B. coli 

(no benefit, 
uremia, death) 


Enlarged prostate, B. coli 
bladder diverticu- B. pyocyaneus 
la, cystitis® Streptococcus 
Chronic cystitis, B. coli 
bladder tumor* 

B. coli 

B. proteue 


Enlarged prostate, 
cystitis® 

Cord bladder, B. coli 
hydronephrosis, 

chronic pyelitis® 





*Case excluded. 


It is evident from a study of the chart that 7 
of the patients became free of their infection in a 
week or less. “Free of infection” means that the 
urine contained no pus and was sterile on culture, 
and that the patient was symptom-free. These 
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patients had no other treatment than the routinely 
prescribed course of mandelic acid with the steps 
necessary to maintain the acidity of the urine. As 
regards permanency of cure, most of these indi- 
viduals were under observation for a long enough 
period of time to make one feel reasonably certain 
that their infections had been permanently elimi- 
nated. In one instance, however, evidence of in- 
fection returned two weeks after the cessation of 
treatment, but the urine again became free of pus 
following three days of mandelic acid treatment. 


Certain of the cases included in this list con- 
stitute an unfair test of any urinary antiseptic, and 
so require comment. Case 8 had so severe a degree 
of prostatic infection that there were probably mul- 
tiple small abscesses, and no urinary antiseptic 
could be expected to be effective. Even under 
these circumstances a secondary colon cystitis was 
controlled while the patient received mandelic acid, 
and the urine became clear, with but a scanty bac- 
terial growth. Case 12 was complicated by a 
mixed infection and by considerable bladder path- 
ology—an enlarged prostate and two good-sized 
bladder diverticula. While infection in this in- 


stance was not eliminated, it seemed that the de- 
gree of infection was perhaps reduced by man- 
delic acid so as to be a factor in helping the 
patient to go through a transurethral resection of 
the enlarged prostate with no reaction, and with 


an excellent final result. Case 13 presented a large 
mass in the bladder, probably of infectious origin 
and of several years’ duration, and with such deep- 
seated inflammatory changes that little result was 
expected or obtained from the treatment. Case 14 
was complicated by infection with B. proteus, and 
no benefit resulted from using the drug. In Case 15 
there was complete urinary retention, due to a 
lesion of the spinal cord, with gress infection and 
considerable dilatation and destruction of the kid- 
neys and ureters. Acidosis was undoubtedly pre- 
cipitated by the treatment, and uremia and death 
abruptly followed. The drug should not have been 
employed. 

The 5 cases just commented upon can be ex- 
cluded in all fairness in evaluating this method of 
treatment. It was effective in sterilizing the urine, 
then, in 7 of 10 individuals, or in 70 per cent. The 
drug is probably effective to at least this degree, 
and represents a notable achievement. The treat- 
ment failed completely in 2 cases in which it was 
reasonable to expect success—Cases 10 and 11. The 
third patient, Case 9, was benefited by the treat- 
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ment and left the hospital with a clear urine, free 
of pus but with positive cultures. 

Harmful effects from treatment were evident in 
2 patients. Kidney damage was severe in one ot 
these, and uremia and death resulted. A _ severe 
degree of acidosis resulted in the other, whose 
renal function was adequate as judged by the 
usual tests. He promptly recovered from the 
acidosis after the treatment was stopped, but had 
as much urinary infection as before. Albumin and 
casts not infrequently appear in the urine during 
treatment, and must indicate some degree of 
renal irritation. Several instances of hematuria 
have also been observed. It is generally agreed 
that any marked degree of renal damage contra- 
indicates this treatment. 

The method of using mandelic acid is attractively 
simple. The drug is given by mouth as the sodium 
or ammonium salt in 3-gm. doses four times a day. 
Sufficient ammonium chloride is given at the same 
time to maintain the pH of the urine at 5.5 or less. 
Patients can easily determine the acidity of the 
urine by chlorphenol red or nitrazine paper. Fluid 
intake is reduced to about 1,500 cc. in twenty-four 
hours so as to increase the concentration of the drug 
in the urine. Patients usually tolerate the treat- 
ment well, although there may be mild digestive 
upsets. Successful treatment does not require hos- 
pitalization, but frequent cultures of the urine are 
necessary in order to follow the course of the in- 
fection. 

In the light of the foregoing it seems reasonable 
to conclude that mandelic acid therapy is an ef- 
fective method of treating uncomplicated infec- 
tions of the urinary tract caused by B. coli. 

262 Beacon Street. 
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HEMOLYTIC STREPTOCOCCUS MENINGITIS 


Report of a Case With Recovery After the Use of Sulfanilamide 
and Its Derivatives 


Josepu Mitierr, M.D.* 


HEMPSTEAD, 


HE mortality of streptococcus infections of 

the meninges, either primary or secondary to 
an otic focus, a scalp wound, or foci elsewhere in 
the body, is well known. The reported mortality 
rates show little variation. Gray,’ in his survey of 
the literature from 1901 to 1935, collected 66 recov- 
eries, 25 of which were hemolytic streptococcus in- 
fections, and reported a fatality rate of 97 per cent. 
Neal* collected 238 cases handled in the meningitis 
division of the New York Department of Health 
since 1910, and reported 12 recoveries, a mortality 
of 94.9 per cent. In the last fifteen years 37 cases 
of hemolytic streptococcus meningitis at the 
Johns Hopkins Hospital have died—a mortality 
of 100 per cent.* Tripoli,* at the Charity Hos- 
pital in New Orleans, found 24 cases of strepto- 
coccus meningitis in a ten-year review with 22 
deaths, a mortality of 91.7 per cent. 

The treatment of streptococcus meningitis has 
varied. Where there is an otic focus it is recom- 
mended that this focus be attacked  surgical- 
ly.**:*° 7° Forced drainage according to the 
method of Kubie® is recommended. Repeated 
spinal punctures,° intravenous and intraspinal in- 
jections of antistreptococcic serum, and various 
combinations of these, along with supportive 
treatment and blood transfusions, are used. Walker 
and King’ reported a case of streptococcus septi- 
cemia and meningitis, secondary to an infected 
abortion, treated by daily transfusions from donors 
who had had scarlet fever, with rapid and unevent- 
ful recovery. The introduction of para-aminoben- 
zenesulfonamide (sulfanilamide) and its deriva- 
tives,» **° as specific chemotherapeutic agents in 
the treatment of hemolytic streptococcal infections, 
offers a new hope for successful therapeutic proce- 
dures in cases with streptococcus meningitis. 

According to Anderson,'* Caussé, Loiseau and 
Gisselbrecht’* were the first to report a case of 
hemolytic streptococcus meningitis which respond- 
ed to prontosil solution. Anderson adds a case of 
his own treated with sulfanilamide by mouth and 
prontosil solution intramuscularly which responded 
rapidly. Arnold'’ reports a case which recovered 
with the use of para-aminobenzenesulfonamide. 
Schwentker et al.’ report 4 cases of streptococcus 
meningitis with 3 recoveries. Two of the recovered 
cases followed ear infections and eventually had 
mastoidectomies performed. Three of the 4 cases 
received para-aminobenzenesulfonamide by intra- 


*Resident physician, Meadowbrook Hospital, Hempstead. 
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spinal and subcutaneous routes. Prontosil solution 
was tried on the other case intraspinally, but such 
a marked reaction followed that it was immediate- 
ly discontinued. 

The following case is reported from the medical 
service of the Meadowbrook Hospital: 


G. D. (No. 8341), a 13-year-old, white male, was admit- 
ted to the contagious division of the medical service on 
the evening of April 3, 1937, with the complaints of sore 
throat, vomiting, headache, fever and a rash of 24 hours’ 
duration. The patient stated that | week before admission 
he began to have pain in his right ear, which became 
increasingly worse until 2 days before admission, when 
the eardrum was incised, with resulting profuse drainage 
and marked relief. The next day he complained of head- 
ache and sore throat, vomited several times, and developed 
a fever and a rash on his trunk. In the afternoon of the 
day of admission he was seen by his local physician, and 
a diagnosis of scarlet fever was made. 

As a child the patient had had whooping cough, measles, 
mumps and scarlet fever. For the past several years he 
had had occasional discharges from his ears. Appendec- 
tomy was done | year previously. 

Physical examination revealed an acutely ill, lethargic 
boy, large for his age, well-developed and well-nourished. 
The temperature was 104° F., the pulse 110 and the respi- 
rations 30. There was a faded, follicular, punctate rash 
on the trunk. The face was flushed, and there appeared 
to be a definite circumoral pallor. The right ear was filled 
with a creamy discharge. The mastoid was not tender. 
The tongue was not remarkable, and the pharynx was 
acutely congested. 

The morning after admission the temperature had risen 
to 106° F. The boy complained of severe headache. There 
was a right sixth nerve paralysis. The neck was rigid. 
The Kernig and Brudzinski signs were positive. The 
mastoid was not tender. A diagnosis of meningitis second- 
ary to the otic focus was made. A spinal tap revealed 
cloudy fluid under pressure equivalent to 30 mm. of mer- 
cury; 32 cc. was removed, reducing the pressure to 15 mm. 
The fluid contained 2,000 cells (53 per cent polymorpho- 
nuclears and 47 per cent lymphocytes), reduced sugar, 
and a total protein of 500 mg. per 100 cc. Smear re- 
vealed an occasional gram-positive diplococcus resembling 
pneumococcus, which did not type out with Type I, II, V 
or VII antiserum. Similar organisms were obtained upon 
smearing the ear. Cultures were made of these, and a 
tentative diagnosis of pneumococcus meningitis was made. 
The ear, nose and throat staff did not advise operation 
at this time. Another spinal tap was done that night. 


On April 5 the report of the spinal fluid culture was 
hemolytic streptococcus. The patient was immediately 
put on sulfanilamide by mouth, | gm. every 4 hours. A 
spinal tap was done that morning and at noon. In the 
afternoon the patient was seen by Dr. Eugene H. Coon 
of the ear, nose and throat service, who advised right mas- 
toidectomy. The physical condition was fair, although the 
boy was disoriented, irrational and unco-operative. Opera- 
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tion revealed the mastoid cells in good condition but filled 
with a serous exudate. As the cells were being removed 
in the angle between the dura and the knee of the lateral 
sinus, a pus pocket was broken into. As the extent of this 
pocket was followed, a large perisinus abscess was discov- 
ered. This was drained, the cavity packed with gauze and 
the incision closed with silkworm sutures. The patient 
withstood the operation well. That night a third spinal tap 
was done; the fluid was still under pressure, and 20 cc. 
of 2.5 per cent prontosil solution was injected intraspinally. 

On the morning of April 6 the temperature was 106° F. 
The cells in the spinal fluid rose to 5,000, 75 per cent poly- 
morphonuclears. The culture from the abscess was re- 
ported to be Streptococcus hemolyticus. The patient was 
irrational, incontinent and cyanotic. He was given 20 cc. 
of 2.5 per cent prontosil solution intramuscularly and 20 cc. 
intraspinally. In the afternoon another spinal tap was done 
for drainage, and that evening he received 20 cc. of pron- 
tosil solution intramuscularly and 20 cc. intraspinally. 





















ae Sf ff F 8 9 10 i 12 13 i4 is le 
106" [ 
105" 
p 104" 
3 
? 
103 
g t 
e 
. } 
102 
. t 
101 2 
= 
3 
& 
100° y 
2 
. irs. — | 
99 icnstiats ~ 
Sulfanilamde lgm bgm 3 > 
by mouth) every 4 prs ear thes jury Fhe 
Prontost! Solution Dae We 
(ntremuscutar) Dua We 
Prontosi! Soluhon We 
(intra spiro) Da De 
Spinal Fluid 200 1800 5000 1700 280 100 


colts ells cells colls cells ceils 
°S3 POS «6PTIS: «6PM =P OP I2 
447) i357 125 i285 108 188 
Calture Culture Culture 
+ + - 


On April 7 the temperature was 101° F. The patient 
was considerably improved. It was possible to hold his 
attention for short periods of time. Nuchal rigidity was 
still present. The spinal fluid contained only 1,700 cells, 
75 per cent polymorphonuclears and 25 per cent lympho- 
cytes. Two doses of 20 cc. of prontosil solution were given 
intramuscularly. The next day the spinal fluid contained 
only 280 cells, 32 per cent polymorphonuclears and 68 per 
cent lymphocytes. The temperature was normal. The 
carbon-dioxide combining power of the blood was 40 per 
cent, and treatment with sodium bicarbonate, 30 gr. three 
times a day, was instituted. The last spinal tap was done 
on April 10 and revealed 100 cells, 12 per cent polymorpho- 
nuclears and 88 per cent lymphocytes. The nuchal rigidity 
was gone. 

The spinal fluid was sterile 24 hours after the onset 
of sulfanilamide therapy by mouth. No untoward results 
were noted following the massive and intensive treatment 
with the para-aminobenzenesulfonamide preparations, ex- 
cept the cyanosis mentioned. The patient was given a 
transfusion of 500 cc. of citrated blood 8 days postoperative- 
ly because his hemoglobin had dropped from 96 per cent 
(Sahli) on admission to 78 per cent. He was discharged 
18 days postoperatively with the right external rectus 
paralysis still present. 


DISCUSSION 


In sulfanilamide and its derivatives the medical 
profession has apparently found a powerful weapon 
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against Streptococcus hemolyticus. The best 
method of administering these drugs in the treat- 
ment of streptococcus meningitis has yet to be de- 
termined. Sulfanilamide tablets are given by 
mouth. Prontosil solution can be given intramus- 
cularly, subcutaneously and intraspinally. Crystal- 
line para-aminobenzenesulfonamide can be dis- 
solved in normal saline up to 0.8 per cent and given 
intraspinally and subcutaneously.” ‘* Spinal drain- 
age is always used. 

Schwentker’® does not recommend the use of pron- 
tosil solution intraspinally because of the marked 
reaction he obtained in 1 case. In the present case 
60 cc. of prontosil solution was given intraspinally 
in twenty-four hours. Twelve hours after the first 
injection the temperature rose to 106°F. and the 
cells rose from 1,800 to 5,000. This was attributed 
to postoperative effect, as it was about sixteen hours 
after the mastoidectomy. In the next twelve hours 
40 cc. was given intraspinally and the cell count 
and temperature promptly dropped. In this case 
prontosil solution was used successfully intraspinai- 
ly—a point of practical importance when it is 
desired to introduce sulfanilamide derivatives di- 
rectly into the spinal canal. 

Sulfanilamide and its derivatives apparently have 
a wide margin of safety, as is demonstrated in this 
case, in which 52.2 gm. of sulfanilamide was given 
by mouth, 80 cc. of 2.5 per cent prontosil solution 
was given intramuscularly, and 60 cc. of prontosil 
solution was given intraspinally in a period of 
twelve days with no untoward effect other than 
cyanosis. There is no denying that an excess was 
given in this case, but until a standardization of the 
dose is obtained it is better to give the drug in ex- 
cess than to chance a recurrence of the strepto- 
coccus infection, provided there are no untoward 
effects. 

Judging from the pathology found in the otic 
focus, this patient would not have recovered had 
he received the sulfanilamide alone. Surgery in 
otic meningitis for the eradication of the focus is 
almost always necessary and is a life-saving pro- 
cedure, especially in the presence of Gradenigo’s 
syndrome — a discharging ear, sixth nerve paralysis 
on the same side and headache. 


SUMMARY 


1. Seven cases of hemolytic streptococcus men- 
ingitis treated with para-aminobenzenesulfonamide 
or its derivatives have been collected from the lit- 
erature and a case has been added. 


2. This small series has 1 death, or a mortality 
of 12.5 per cent, in contradistinction to a reported 
mortality of about 97 per cent previous to the use 
of sulfanilamide products. 
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3. Prontosil solution (2.5 per cent) has been 
used intraspinally with no reaction, and with ap- 
parently marked therapeutic effect. 

4. Large doses up to 6 gm. of sulfanilamide by 
mouth daily can be given with no untoward ef- 
fects. 


I express my gratitude to Dr. Leo T. Flood of the medi- 
cal service for permission to report the case, to Dr. R. D. 
Roecker for his assistance in treating the case, and to 
Dr. Perrin H. Long, of the Johns Hopkins Hospital, for 
his gracious comment on the protocol. 


REFERENCES 


. Gray, H. J.: Streptococcic meningitis; report of case with recovery. 
J. A. M. A. 105:92 (July 13) .1935. 

. Dr. J. B. Neal; personal communication. Quoted by Coonley, F.: 
Streptococcus meningitis: report of two recoveries. New York State 
J. Med. 37:573 (Mar. 15) 1937. 

. Schwentker, F. F.; Clason, F. P.; Morgan, W. A.; Lindsay, J. W., and 
Long, P. H.: The use of para-amino-benzene-sulfonamide or its 
derivatives in the treatment of beta haemolytic streptococcal menin- 
gitis. Bull. Johns Hopkins Hosp. 60:297 (Apr.) 1937. 

. Tripoli, C. J.: Bacterial meningitis; comparative study of various thera- 
peutic measures. J. A. M. A. 106:297 (Jan. 18) 1936. 

. Kubie, L. S.: Forced drainage for the treatment of meningitis secondary 
to ear and sinus infections. Ann. Otol., Rhin. & Laryng. 43:692 
(Sept.) 1934. 


- Neal, J. B.; Jackson, H. W., and Appelbaum, E.: A comprehensive 


study of meningitis secondary to otitic or sinus infection. Ann. Otol., 
Rhin. & Laryng. 43:658 (Sept.) 1934. 


. Walker, M. A., and King, E. O.: Streptococcic meningitis and septi- 


cemia; recovery after transfusions from donors who had had scarlet 
fever. Ann. Surg. 104:475 (Sept.) 1936. 


. Domagk, G Ein Beitrag zur Chemotherapie der bakteriellen Infek- 


tienen. Deutsche med. Wchnschr. 61:250 (Feb. 15) 1935. 


. Colebrook, L., and Kenny, M.: Treatment of human puerperal infec- 


tions, and of experimental infections in mice, with prontosil. Lancet 
1:1279 (June 6) 1936. 


. Long, P. H., and Bliss, E. A.: Para-amino-benzene-sulfonamide and 


its derivatives; experimental and clinical observations on their use 
in treatment of beta-hemolytic streptococcic infection; preliminary 
report. J. A. M. A. 108:32 (Jan. 2) 1937. 


. Anderson, E. D.: Hemolytic streptococcus meningitis; report of case 


with recovery after the use of prontosil and sulfanilamide. J. 
M. A. 108:1591 (May 8) 1937. 


. Caussé, Loiseau, and Gisselbrecht: Méningite purulente otogéne a strep- 


tocoques hemolytiques, trait¢e exclusivement par un colorant azoique: 
gucrison. Ann. d’oto-laryng., p. 194 (Feb.) 1936. 


3. Schwentker, F. F.; Gelman, S., and Long, P. H.: The treatment of 


meningococcic meningitis with sulfanilamide; preliminary report. 
J. A. M. A. 108:1407 (Apr. 24) 1937. 


. Hempstead, B. E.: Treatment of otitic meningitis. Ann. Otol., Rhin. & 


Laryng. 40:542 (June) 1931. 


5. Schillinger, R.: Otitic meningitis. Arch. Otolaryng. 25:455 (Apr.) 


1937. 


5. Jackson, C., and Coates, G. M.: The Nose, Throat and Ear and Their 


Diseases. P. 633. Philadelphia and London: W. B. Saunders Com- 
pany, 1930. 


7. Arnold, J. G., Jr.: Treatment of hemolytic streptococcic meningitis 


with para-amino-benzene-sulfonamide; report of a case with recovery. 
Ann. Int. Med. 10:1198 (Feb.) 1937. 





Vol. 217 No. 14 


CASE RECORDS OF THE 
MASSACHUSETTS GENERAL HOSPITAL 


ANTEMORTEM AND POSTMORTEM RECORDS AS USED 
IN WEEKLY CLINICOPATHOLOGICAL EXERCISES 


Founpep sy Ricuarp C. Cazot, M.D. 


Tracy B. Matiory, M.D., Editor 


CASE 23391 


PRESENTATION OF CASE 


A thirty-one-year-old American laborer was ad- 
complaining of abdominal pain 


mitted and 
nausea. 

The patient had been well until sixteen hours 
before entry, when he suddenly had a sharp, sick- 
ening pain in the region of the umbilicus. There 
was nausea, but he was unable to vomit. Three 
weeks prior to entry the patient had been confined 
to bed for a period of three days because of sim- 
ilar but less severe pain. There was no nausea or 
vomiting, and bowel movements were normal. A 
physician examined him but was unable to make 
a diagnosis. Subsequently the pain subsided com- 
pletely. There were no other associated symptoms 
of significance. During the night preceding entry 
he slept fitfully and tossed about seeking a com- 
fortable position. Sudden movement produced 
sharp pain in the right lower quadrant, and this 
pain gradually became persistent and agonizing in 
intensity. ‘There was no radiation, and nausea 
became so pronounced that unsuccessful attempts 
were made to induce vomiting. On the morning 
following the onset the pain had become so severe 
that he came to the hospital. 


The past history was noncontributory. 


Physical examination showed a well-developed 
and nourished young man complaining of severe 
abdominal pain. The lungs were clear. The heart 
was normal. The blood pressure was 120 systolic, 
70 diastolic. There were spasm and tenderness 
over the right rectus abdominis, particularly in the 
lower quadrant. In this region rebound and con- 
tracoup tenderness were referred to the mid lower 
abdomen. Rectal examination showed exquisite 
tenderness on the right side and in the midline. 
No mass was felt, and the remainder of the ex- 
amination was negative. 

The temperature was 100.6°F., the pulse 100. 
The respirations were 24. 

Examination of the urine was negative. The 
blood showed a white cell count of 13,400. A blood 
Hinton test was negative. 

Shortly after entry a laparotomy was performed. 
There was cloudy fluid in the pelvis. The appen- 
dix lay medial to the cecum with its tip hanging 
over the brim of the pelvis. It was moderately 
bound down by fibrous adhesions and appeared 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


559 


inflamed. An appendectomy was performed and 
no further exploration done. The abdomen was 
closed without drainage. Culture of the abdominal 
fluid showed no growth. The pathological report 
upon the appendix was “healing appendicitis.” 
There were only a few eosinophilic polymorphonu- 
clears in the muscularis, with no evidence of any 
acute reaction. 


Following operation the patient continued to 
complain of pain similar to that previously noted. 
His temperature, however, returned to normal. 
Except for restlessness he presented no other signif- 
icant symptoms. On the seventh postoperative 
day the skin sutures were removed, and the pa- 
tient was permitted to be out of bed. On the fol- 
lowing day one corner of the wound, 2.5 cm. in 
length, broke down and discharged a_ large 
amount of serum. There was no evidence of in- 
fection. One day later he began to vomit, and 
Wangensteen suction drainage was instituted. The 
vomitus was fecal in character. Peristaltic sounds 
were greatly reduced, and the abdomen was soft. 
Rectal examination showed a diffuse, soft, slightly 
tender bulge, filling the pouch of Douglas. Despite 
the fact that his temperature remained normal, 
the white blood-cell count was 12,500. The serum 
chlorides were 78 milliequivalents, the serum pro- 
tein 5.6 gm. per cent, and the nonprotein nitrogen 
56 mg. per cent. Gastric drainage was profuse, 
and on the tenth postoperative day there was a 
negative pyloric balance of 3,000 cc. On the fol- 
lowing day he had occasional cramping abdom- 
inal pain, although peristaltic sounds could not be 
heard. At this time the nonprotein nitrogen of 
the blood serum was 42 mg. per cent, the serum 
chlorides 91 milliequivalents, and the carbon diox- 
ide combining power 70 vol. per cent. Shortly 
afterward another laparotomy was performed. 


DIFFERENTIAL DIAGNos!Is 


Dr. Henry H. Faxon: In summary we have a 
thirty-one-year-old male with an essentially nega- 
tive past history, save for the single similar attack 
that he had three weeks prior to admission. It 
seems to me that the main factors of the case can 
be put into four headings. In the first place he 
showed signs of an irritative peritonitis as brought 
out by pain on change of position, tenderness by 
rectum (where the fluid presumably had gravi- 
tated into the pelvis), and reduced peristalsis. In 
the second place he presented the picture of ob- 
struction low in the terminal ileum, both in the 
symptoms for which he came in, and in the per- 
sistence of these symptoms for which he was oper- 
ated on the second time. Obstruction was present 
in both instances as evidenced by his marked 
nausea unaccompanied by vomiting at first but 
eventually going on to fecal vomiting. The chem- 
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ical data that we have are of no special significance, 
except that they demonstrate lowered chlorides, 
increased nonprotein nitrogen, increased carbon 
dioxide combining power, the combination of 
which speaks for a loss of gastric fluids. Probably 
the reason for their return to more normal levels 
before the second operation was because of intra- 
venous therapy, which I assume was administered. 
The third factor that the story seems to bring out 
is that although the process was inflammatory 
to a certain extent, it was not an acute infection. 
In other words his temperature was only slight- 
ly elevated when he came in, and at no time 
did it rise to any great height. Following the ap- 
pendectomy it returned to normal. The white cell 
count was never very impressive. I think that 
there was some inflammation present, but I do not 
feel that it was severe in nature. The fourth point 
is that there was no evidence of any severe degree 
of circulatory obstruction with resulting gangrene. 
If gangrene had been present, I should have ex- 
pected that the white count would have been 
higher and the course of the disease would have 
been less uneventful for the week following his 
first operation. 

It was evident that when he came in and was 
examined he was thought to have acute appen- 
dicitis, and I think it would be hard to disprove 
this diagnosis on the story and physical findings 
obtained at entry. However, we note as we read on 
that he did not have acute appendicitis, as brought 
out by the pathological report. There are two 
points in the history, prior to the first operation, 
that I think might have been of some significance 
in excluding the diagnosis of acute appendicitis. 
In the first place the pain started about the um- 
bilicus but there was no point in the story where 
there was any shift of that pain from the um- 
bilicus to the right lower quadrant. 
the rebound tenderness, which is almost always 
referred back to the region of the cecum in ap- 
pendicitis, in this instance was referred to low in 
the midline. I think that the major factor in the 
picture is that of obstruction of the lower ileum. I 
say lower ileum because of the fact that his pain 
originally was around the region of the umbilicus. 
I believe that his intra-abdominal fluid was sec- 
ondary to his obstruction and had given rise to a 
certain amount of peritoneal irritation. 

The chief diagnostic problem in the case is to 
figure out what might have been the cause of the 
obstruction. Whatever caused the obstruction, as 
I see it, did not go down the gastrointestinal tract 
as there was no characteristic story of a progres- 
sive, crampy pain starting high in the epigastrium 
and gradually progressing down until it centered at 
the umbilicus. This would exclude a foreign body 
or a gallstone that had eroded through into the 
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duodenum. Postoperative adhesions can be ruled 
out because obviously the cause of the obstruction 
at the time of the first operation was not attended 
to, and I think it is fair to infer that the original 
major pathology remained the same following the 
first procedure. Furthermore, it would have been 
a very short time interval for him to develop any 
postoperative adhesions that could have caused ob- 
struction. Although malignancy in a patient of 
thirty-one is a possibility, it seems to me that the 
story is extremely short for obstruction due to this 
cause. He had given no story of subacute ob- 
struction, and if he had a tumor of the small in- 
testine, it would seem to me probable that that 
tumor precipitated some mechanical obstruction 
rather than slowly encroached on the lumen of the 
bowel. Intussusception is a possibility, but against 
this diagnosis are the absence of bleeding by rec- 
tum, the interval of relative freedom from symp- 
toms between the first operation and the second, 
and an age level above that usually found with 
this condition. Volvulus is another possibility, but 
is rare without some antecedent history of consti- 
pation. 

I believe that some of these possibilities cannot 
be definitely ruled out, but a Meckel’s divertic- 
ulum, it seems to me, comes nearer filling the re- 
quirements of the problem than any of the things 
that I have mentioned. The location of the pain 
of which he complained in the region of the um- 
bilicus is wholly consistent with Meckel’s diver- 
ticulum, and such a diverticulum is compatible 
both with a definite element of infection and a 
certain amount of obstruction. The methods by 
which such a diverticulum can cause obstruction 
are numerous, either by a band or by having the 
diverticulum fall across the ileum. In some in- 
stances there may be intussusception with the 
Meckel’s diverticulum leading the way. I feel 
that a Meckel’s diverticulum showing a certain 
amount of inflammatory process is the most prob- 
able cause of the obstruction and the symptoms 
that he showed. My final diagnosis is Meckel’s 
diverticulum with obstruction of the terminal ileum 
and irritative peritonitis. 

Dr. Craupe Wetcu: I think that Dr. Faxon 1s 
to be congratulated on his diagnosis. At the time 
of the second operation I called all the surgical 
students down and said: “We have something 
unusual here. I think you will never see it again.” 
We made a great number of diagnoses. The pre- 
operative diagnosis the second time was intestinal 
obstruction due to abscess about the appendiceal 
stump. Immediately on opening the abdomen 
large coils of small bowel were found, together 
with some rather bloody fluid which definitely had 
the odor of that infected with Bacillus coli. Fur- 
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ther exploration showed that there was a large 
band, adherent to the appendix stump, which ran 
across the lower ileum about 30 cm. away from 
the ileocecal valve. This had produced obstruc- 
tion of the small bowel. However, there was some- 
thing black lying in the pelvis; and after it was 
drawn out it was found to be a Meckel’s diver- 
ticulum, which was gangrenous from one end to 
the other. The band at the point where it pro- 
duced obstruction and the base of the diverticulum 
were both adherent to loops of small intestine. 
The diverticulum was extremely necrotic, so that a 
segment of ileum about 15 cm. in length was re- 
sected, and in view of the fact that contamination 
was present at the time of resection, a double-bar- 
reled ileostomy was done. 

Dr. Horace K. Sowtes: There is one point that 
Dr. Welch did not bring out. We felt in looking 
back that the acute diverticulum presumably ex- 
isted at the time of the first exploration. 


PREOPERATIVE D1aGNosrs (SECOND Operation) 


Intestinal obstruction. 
Appendiceal abscess. 


Dr. Henry H. Faxon’s Diacnoses 


Meckel’s diverticulum. 
Obstruction of the terminal ileum. 
Peritonitis. 


Anatomic DIAGNOSES 


Gangrene of Meckel’s diverticulum. 
Benign ulcer of the ileum (? peptic ulceration). 


PatruotocicaL Discussion 


Dr. Tracy B. Matrory: The appendix was re- 
examined very carefully after the first operation 
when the symptoms persisted. Though it was 
not absolutely normal there was only very slight 
edema of the wall, and a trace of leukocytic infil- 
tration of the submucosa. Dr. Faxon was wrong 
in one assumption, which I think was very rea- 
sonable in view of the low white count, namely, 
that the lesion could not be gangrenous. but he 
was otherwise entirely correct. We found a 
Meckel’s diverticulum which was completely in- 
farcted from top to bottom. From the microscopic 
point of view it appeared to be a simple hemor- 
rhagic infarction with very little in the way of 
inflammatory reaction. Meckel’s diverticula fre- 
quently contain large islands of gastric mucosa. 
When such is the case, in the immediately adja- 
cent mucosa one will often find a peptic ulcer that 
is absolutely indistinguishable microscopically 
from an acute duodenal ulcer, a jejunal ulcer fol- 
lowing gastroenterostomy or an acute ulcer of the 
stomach. In this patient an ulcer was found, not 
immediately at the base of the diverticulum but a 
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full 2 cm. away, in the ileum. It was quite a deep 
ulcer and obviously had been in a process of sub- 
acute perforation for a matter of days because a 
rather extensive development of young, actively 
growing connective tissue was found in the serosa 
at the base. Whether this ulcer was peptic, | am 
unable to say. The Meckel’s diverticulum was 
so gangrenous that it was impossible to recognize 
any mucosa in it, and I do not know whether gas- 
tric mucosa was present. In its acute stages a 
peptic ulcer can readily be recognized by a fairly 
specific histologic appearance. The acid gastric 
juice causes a reaction known as fibrinoid necrosis 
on the surface that is exposed to it. This “fibrinoid” 
stains a characteristic brilliant red with eosin in 
ordinary sections and is hardly confused with any 
condition found in the gastrointestinal tract. Fi- 
brinoid necrosis is probably a transitory stage of 
interaction of gastric juice with plasma seeping 
through the lesion. As soon as the flow of gastric 
juice is stopped or is neutralized it rapidly disap- 
pears—a matter of forty-eight to seventy-two hours 
to judge from lesions we have studied in the duo- 
denum. In this case we could not find anything 
that we could recognize as peptic necrosis. That 
does not prove that it might not have been there, 
since the Meckel’s diverticulum was certainly not 
in a condition to produce gastric juice for a num- 
ber of days, so it is not unreasonable that the evi- 
dence of the acute stage should have disappeared. 
The lesion histologically, however, showed no evi- 
dence of an infectious or neoplastic etiology, and I 
am inclined to think that it is another case of 
peptic ulcer in the immediate vicinity of a Meckel’s 
diverticulum. 

A Puysician: How far away from the diver- 
ticulum have you found such ulcers? 

Dr. Mattory: This is the farthest we have seen. 
Most often they are located in the diverticulum 
itself, immediately adjacent to the gastric mucosa. 


_ We have seen them at the base of the diverticulum, 


and in the immediately proximate ileum. We 
have not as yet seen them so far away as this, and 
we cannot prove that the ulceration was peptic in 
this case. 





CASE 23392 
PRESENTATION OF CASE 


A fifty-one-year-old English businessman was 
admitted complaining of abdominal cramps and 
weakness. 

Twenty-three years before coming to the hospital 
the patient noted upper abdominal pain which 
occurred about three hours after meals but was not 
associated with nausea or vomiting. It was re- 
lieved by food or soda. The pain continued, and 
the patient was treated medically for duodenal 
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ulcer with a varying degree of relief. Ten years 
after the onset, because of persisting symptoms, a 
gastroenterostomy was performed, and the patient 
was practically relieved of symptoms until five 
years prior to his admission. At this time he be- 
came conscious of a rather sharp, steady pain in 
the lower midabdomen, which was relieved wholly 
by food and partially by soda. There was no as- 
sociated nausea or vomiting. Although the pains 
were similar in intensity and quality to those oc- 
curring before his operation, the location was defi- 
nitely lower. An x-ray taken at that time was 
said to show a diverticulum in the descending 
colon. He was given pills, and the pain disap- 
peared completely until two weeks before admis- 
sion. At this time, while seated at work, he noted 
lower abdominal pain which was sharp and cramp- 
like in character and sufficiently severe at the height 
of its intensity to cause him to double up. Subse- 
quently he took soda, which made him feel bet- 
ter, and after a hearty meal the pain was entirely 
relieved. Later in the day, however, it returned 
and continued for a week, when he observed that 
his stools were black. The stools were tarry 
for two days and then resumed their normal ap- 
pearance. He began to feel rather weak, and four 
days before entry, while shopping, he suddenly 
suffered profound weakness. Shortly afterward 
the tarry stools recurred. There was no nausea, 
vomiting or diarrhea. 

Physical examination showed a well-developed 
and nourished, pale man complaining of profound 
weakness. The pupils were slightly irregular but 
reacted promptly to light. A few small discrete 
lymph nodes were palpated in both the inguinal 
and the left epitrochlear regions. The heart was not 
enlarged, but there was a systolic bruit at the apex. 
The blood pressure was 150 systolic, 80 diastolic. 
There was impaired resonance at the right apex 
anteriorly, but no rales or changes in breath 
sounds were heard. There was slight tenderness 
in the epigastrium on deep palpation, but except 
for the scar of the previous operation the abdomen 
was essentially negative. Rectal examination 
showed tarry stools within the rectum. 

The temperature was 99° F., the pulse 100. 
respirations were 20. 

Examination of the urine was negative. The 
blood showed a red cell count of 3,900,000, with a 
hemoglobin of 70 per cent. The white cell count 
was 6,900, 66 per cent polymorphonuclears. A 
blood Hinton test was negative. 

On the day following entry the patient suddenly 
became restless and sweat profusely. Shortly after- 
ward he vomited about a liter of bright red blood, 
and the blood pressure dropped to 70 systolic, 40 
diastolic. A transfusion was administered, and the 
patient responded well. He was treated supportive- 
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ly, and the blood pressure rose again to 140 systolic, 
70 diastolic. ‘Tarry stools continued, however, and 
on the fifth hospital day another hematemesis oc- 
curred. An emergency operation was performed. 


DIFFERENTIAL D1AGNnosiIs 


Dr. Epwarp L. Youne: Any abdominal dis- 
tress or pain coming on at a definite time, two or 
three hours after eating, and relieved by food or 
soda, must bear the diagnosis of peptic ulcer un- 
til some other diagnosis can be substituted, and 
I think that this rarely occurs. In this par- 
ticular case it was apparently true, as the record 
states that the patient was treated for duodenal ul- 
cer. We belieye today that the disease is not a 
surgical disease, and when operation is done, it is 
for a complication and not for the condition 1t- 
self. The complications are four, three of them 
clean-cut and fairly definite—hemorrhage, perfora- 
tion and pyloric obstruction. The fourth is still 
the stumbling block, namely, inability to control 
symptoms and a consequent incapacity for work in 
spite of adequate medical treatment. In this case 
the operation was apparently a gastroenterostomy, 
which did relieve this patient of symptoms until 
five years before admission. The picture given 


us of his recurrent symptoms is one that we have 
come to regard with a great deal of suspicion, 
namely, a pain similar in character to his ulcer 


pain but definitely lower in the abdomen. On 
examination there will very often be associated with 
this story a little tenderness low and generally 
just to the left of the midline. 

The diverticulum in the descending colon I be- 
lieve is of no importance. Pathologists tell us that 
5 per cent of all individuals have diverticula of 
the colon, and until the diverticulosis changes to 
diverticulitis, which only occurs occasionally, this 
condition is of no clinical importance. The pain 
two weeks before admission, due, of course, to 
spasm of the hollow viscus, does not add to our 
knowledge of the condition present, although the 
fact that soda relieved it makes us feel that it has 
some relation to a peptic ulcer. 

We then get the picture of bleeding into the 
upper intestinal tract. There are two episodes of 
this, which suggest a considerable degree of blood 
loss. Physical examination bears this out, and both 
his pallor and weakness are presumably due to the 
anemia. Before anything further can be done in 
the hospital he has the most profuse hemorrhage 
of all, vomiting for the first time. This bleeding 
continues with such severity that an operation has 
to be done. 

It seems to me that the differential diagnosis 
lies between a reactivation of the old duodenal ul- 
cer and bleeding from a gastrojejunal ulcer. The 
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question of esophageal varices I think may be 
mentioned only to be dismissed. There is no evi- 
dence of portal stasis, and we should not expect a 
persistent ooze over a considerable period of time 
without any vomiting, although this could occur. 
Moreover, we have evidence of fresh ulcer symp- 
toms and a very significant change in location of 
pain, which always suggests an ulcer in the region 
of the stoma. On the other hand,-it is unusual for 
a gastrojejunal or duodenal ulcer to bleed to this 
extent. It is more suggestive of a posterior wall 
ulcer in the duodenum which has eroded the pan- 
creaticoduodenal artery. He is at the age, over 
fifty, where because of stiffening of the arteries the 
hemorrhage becomes more dangerous. It has been 
our experience that emergency operations for hem- 
orrhage of duodenopancreatic ulcers carry a very 
high mortality, and I should assume that a condi- 
tion was found here which involved too much sur- 
gery for the patient to stand. 


PREOPERATIVE DIAGNOsIS 


Bleeding gastrojejunal ulcer. 


Dr. Epwarp L. Younc’s Dracnosis 


Posterior wall duodenal ulcer, reactivated ? 
Gastrojejunal stomal ulcer ? 


Anatomic DIAGNOSES 


Gastrojejunocolic ulcer. 

Operative wound: ligation of bleeding point 
_of gastrojejunocolic ulcer; disconnection of 
gastroenterostomy and excision of jejunal 
ulcer. 

Bronchitis, acute. 

Duodenal ulcer, healed. 


CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL 


Gastritis. 
Arteriosclerosis. 
Cerebral infarct? 


PaTHOLocicaL Discussion 


Dr. Benjamin Castteman: Dr. Allen operated 
upon this patient and, upon lifting up the trans- 
verse colon, found a large indurated area, appar- 
ently a gastrojejunocolic ulcer involving the gas- 
troenterostomy stoma and the inferior border of 
the transverse colon. The latter was not complete- 
ly eroded through, but was deeply involved. The 
jejunum was dissected free from this region, and a 
large vessel about 2 mm. in diameter was seen 
bleeding at a rapid rate. This was ligated, the 
stoma disconnected and the jejunal ulcer excised. 

The patient did fairly well for six days post- 
operatively, although rales were heard at both 
bases soon after operation. On the seventh day 
he failed rapidly, became cyanotic and died. 

The autopsy revealed an intact operative field. 
There was no evidence of general peritonitis, hem- 
orrhage or leakage from any of the suture lines. 
There was still an ulcer in the transverse colon in 
the center of which was a thrombosed artery, 
2 mm. in diameter. Although the ulcer involved 
stomach, jejunum and colon, the bleeding appar- 
ently arose from the vessel in the colon. This 


position of the bleeding vessel is quite unusual. 


The original ulcer for which the gastroenterostomy 
was performed was located on the posterior duo- 
denal wall and at autopsy was completely healed. 
The trachea and bronchi were filled with an acute 
exudate, but there was no definite pneumonia. 
There was a small, questionable cerebral infarct 
in the left occipital lobe. 
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THE POLICY OF THE TUFTS 
COLLEGE MEDICAL SCHOOL 


THE recent announcement through the daily press 
of the opening of a campaign to increase the facili- 
ties and resources of Tufts College Medical Schooi 
will be of interest to all practicing physicians. The 
modern medical school is such an important com- 
ponent among the medical facilities of a community 
that it should necessarily receive the support of 
the profession. 

Shortly after the American Revolution, New 
England had no medical schools. A few of the 


profession were trained abroad, but the vast ma- 


jority learned their trade under an apprenticeship 


system. Practicing physicians took one or more 
young men into their offices and taught them what 
they could of the art. Gradually this method of 
teaching disappeared and was replaced by more 
formal instruction in schools. The vast majority 
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of the teachers, nevertheless, served on a voluntary 
basis. They were primarily physicians who were 
willing to allocate a fraction of their time to teach- 
ing. This continued for approximately a hundred 
years. By then, however, increase in the knowl- 
edge of the fundamental sciences was so great that 
the full-time teacher became a necessity during the 
first two years of the medical school. Such men 
usually had no income other than that from their 
salaries. This resulted in an increase in the ex- 
penses of medical education, which was naturally 
passed along to the students through increased 
tuition. 

In more recent days, with the development of a 
more scientific attitude toward clinical medicine 
and the specialties, and with the increasing recogni- 
tion of the hospital as a teaching institution, it has 
been necessary to develop in addition a group of 
men who could spend a substantial part of their 
time teaching in the clinical branches. Again the 
cost of medical education has been increased, and 
resources other than students’ fees are essential to 
the operation of a first-class medical school. 

Tufts College Medical School was organized in 
1893 and has successfully maintained its place 
throughout the succeeding years largely through 
the enthusiasm and zeal of a devoted teaching staff. 
No public appeal has ever been made before for 
financial support or assistance. By combining its 
resources with those of the New England Medical 
Center and with a substantial endowment based on 
public subscription, it promises to continue a use- 
ful service in training physicians for the New Eng- 


land states. 





MODERN MEDICINE VERSUS 
ANCIENT MYSTERY 

A RECENT issue of Science News Letter calls at- 
tention to the Tenth Century superstitions that pre- 
vail in the minds of many individuals toward 
medicine and the care of their health. According 
to this thesis, many a man who rides proudly in 
a streamlined motor car might well be jolting along 
in a two-wheeled medieval wagon, so far as his 
ideas of how to take care of his health are con- 


cerned. 





Vol. 217 


No. 14 


The attitude of the medical profession itself 
down through the ages has been responsible in a 
large part for this attitude on the part of the patient. 
Ignorance has always clothed itself in mystery, and 
the doctor of a former day who knew so little of 
health and disease found it necessary to keep the 
layman in still greater ignorance in order to 
preserve his own prestige. Hence we had our 
Latin prescriptions, our modes of dress and our 
mannerisms, certain outworn parts of our codes 
of ethics, and at times an air of hocus pocus pro- 
fundity that still occasionally characterizes the 
stage doctor. 

A more universal scientific enlightenment and 
a gradual purification of the profession by the 
medical societies, by state and national registration 
and by special boards of licensure have changed 
all this. An enlightened profession has enlisted 
itself for the enlightenment of the public in mat- 
ters medical, and with this taking of the people 
into its confidence, and an increasing devotion of 
its energies to the public service, the last vestiges 
of the old guild spirit are disappearing. 

True, those who serve self-interest first are still 


with us, pomposity clothing ignorance remains, 


charlatanry still feeds upon credulity and the 


pseudoscientific cults continue to flourish after 
their fashion; but on the whole the trend is de- 
cidedly forward, along social as well as along sci- 
entific lines. 

So long as we adhere to the principle that the 
truth must prevail we can be sure that we are on 
the path of true progress and deserving of the 
confidence of those whose faith is so necessary to 
the complete discharge of our obligations. A pre- 
scription that really serves the purpose for which 
it is intended does not need to be written in Latin. 
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POSTGRADUATE EXTENSION COURSE. 
To se Given sy THE Massacuusetrs MeEpical. 
Society IN Co-OperaTION WITH THE Massa- 
cHusETTS DeparTMENT OF Pusiic HEALTH 
AND THE FEDERAL CHILDREN’s BurEAU 
WITH THE Alp oF Funps Provipep 
BY THE SociaL Security Act 


On September 16, 1937, the Committee on Post- 


graduate Instruction received word from Dr. 
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Henry D. Chadwick, health commissioner of 
Massachusetts, that the plan of postgraduate in- 
struction and budget, presented at the Council 
meeting in June, 1937, had been approved by the 
federal agencies in Washington. 

The Executive Committee immediately held a 
meeting and has begun the organization of courses 
and faculty. Details of these arrangements will 
be announced in the Journal in the near future. 
Also, every licensed doctor in Massachusetts will 
receive a copy of the curriculum and full informa- 
tion about the courses. 

The district chairman on postgraduate instruc- 
tion in each district will have charge of all details 
and local arrangements. Please see him for fur- 
ther information. 

All courses will be open to every legally licensed 
physician in the Commonwealth without cost to 
the individual doctor. 


Executive CoMMITTEE ON 
PosTGRADUATE INSTRUCTION 


RecInaLp Fitz, Chairman, 
Frank R. Ober, 

JosepH W. O'Connor, 
Rosert N. Nye, 


Leroy E. Parkins, Secretary. 
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Case History No. 39. Muscarriace aT Four 
MonrTHs 


Mrs. H. R., an American housewife, twenty-five 
years of age, first consulted her physician in Jan- 
uary, 1917, about the wisdom of becoming preg- 
nant. She had been delivered of one baby nine 
months previously, which had lived a week. Dur- 
ing the latter part of that pregnancy she had suf- 
fered from swelling of the hands and feet and her 
blood pressure was said to have been elevated. Be- 
cause of these symptoms she was apprehensive 
about a second pregnancy. 

The patient’s father died of shock at sixty years 
of age. Her mother was alive and well. There 
was no family history of tuberculosis, malignant 
disease, diabetes or hemorrhagic disease. Her past 
history was negative save for an attack of fever as 
a child, which may well have been scarlet fever. 
Her periods began at thirteen, they were always 
regular, lasting from three to five days, and, since 
the delivery of her child, without pain. 

Physical examination showed a well-developed 
and nourished woman. Her heart was not en- 

A series of selected case histories by members of the section will be 
published weekly. 


Comments and questions by subscribers are solicited and will be discussed 
by members of the section. 
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larged, there were no murmurs, and the aortic 
second sound was not accentuated. Her lungs 
were resonant throughout, and there were no rales. 
Her abdomen was negative. There were no 
masses. Vaginal examination revealed a relaxed 
perineum with a rectocele and cystocele. The 
cervix was torn irregularly. The fundus was an- 
terior and the vaults were free of masses. The ex- 
tremities were negative. Her blood pressure was 
120 systolic and 70 diastolic. Her urine con- 
tained no albumin and no sugar. 

With a negative urine and a normal blood pres- 
sure, pregnancy was deemed permissible. 

The patient was next seen on May 15, 1917 at 
which time she was pregnant. Her blood pressure 
toward the end of the pregnancy rose to 130 sys- 
tolic, and a few days before labor was 150 systolic 
and 100 diastolic. She was delivered on January 
10, 1918, of a female child, after a normal labor. 

The patient was next seen on October 26, 1922. 
Her last period had been on July 14, and it was 
expected that she would be ready for delivery about 
April 21. Examination was negative save for a 
tumor above the symphysis which was compatible 
with a pregnancy of 3'4 months’ duration. Her 
blood pressure was 160 systolic and 90 diastolic. 
The urine showed no albumin and no sugar. The 
sediment contained a rare hyalin cast. On Novem- 
ber 10, the patient’s blood pressure was 146 systolic 
and 90 diastolic. There were no other symptoms. 
The urine contained no albumin. Two days 
later, November 12, about nine o’clock at night, 
she reported that she had had a slight bloody dis- 
charge in the morning and that she was then hav- 
ing uncomfortable pains and was flowing. She 
was advised to enter the hospital. When she was 
seen shortly after midnight she appeared very 
much washed out. Her pulse was only 80 but it 
was very weak. Her blood pressure was 100 sys- 
tolic and 80 diastolic. She was not flowing very 
much. It seemed wise not to subject her to any 
surgery. She appeared to be much more ex- 
sanguinated than her pulse and blood pressure in- 
dicated. Morphine, gr. 1/6, and two minims of 
pituitrin were administered. There was only a 
very small amount of bleeding that night. The 
following morning she was very much better. Her 
pulse was fuller. Her blood pressure had in- 
creased to 130 systolic and 90 diastolic, and she was 
thought to be in good enough condition to war- 
rant uterine exploration. Under nitrous-oxide-oxy- 
gen anesthesia a large amount of placental tissue 
was removed from the uterus, and a strip of gauze 
soaked in iodine was inserted. This was removed 
the next day. Her pulse and temperature remained 
normal and the convalescence was uneventful. 

Six weeks later, when seen in the office, vaginal 
examination revealed a rectocele and cystocele. The 
cervix was deeply torn bilaterally. The fundus 
was anterior. The vaults were negative. The 
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blood pressure was 160 systolic and 90 diastolic. 
She was referred to an internist for treatment of 
her hypertension. 

A letter from the patient’s physician in January, 
1930, stated that at the time of writing the pa- 
tient’s blood pressure was 220 systolic and 126 dias- 
tolic. 

Comment. This case illustrates the fact that 
chronic nephritis may follow toxemias of preg- 
nancy, a sequence of events that is beginning to be 
recognized as not infrequent. Whether this miscar- 
riage at four months was in any way induced by 
the relatively mild kidney disease that existed then 
is a matter of conjecture. The conservative treat- 
ment instituted after the patient reached the hospi- 
tal was wise since the bleeding had _ practically 
ceased. Rest in bed, morphine and sleep cured the 
moderate shock. The iodine strip was left in the 
uterus for two purposes, first, because iodine is bac- 
tericidal and, secondly, because with the gauze it 
controls further bleeding by stimulating the uterus 
to contract. Furthermore, oftentimes when the 
pack is removed, pieces of tissue which cannot be 
removed at the time of the operation, come away 
with the gauze. 





MISCELLANY 
CONNECTICUT NEWS 
Cancer Ciinics Now Numser EIGHTEEN 


Cancer clinics have been established in eighteen gen- 
eral hospitals in Connecticut by the joint activity of the 
Connecticut State Medical Society and the State Health 
Department. 

These eighteen clinics are staffed by doctors who have 
made a study of cancer, and either own or have access to 
such physical equipment as deep x-ray apparatus and 
radium, as well as the surgical apparatus necessary for 
treatment of this disease. It is pointed out that arrange- 
ments for diagnosis and treatment may be made at the 
cancer clinic by those unable to afford the cost of private 
care. The clinic also affords the family doctor who is not 
a specialist on cancer and who does not have the equip- 
ment on hand necessary for treatment the opportunity of 
referring needy cancer cases to specialists. 





West Hartrorp Moves to Exviminate Sewace NuIsaANce 

A serious failing of many city and town administrative 
procedures in Connecticut is that of allowing construc- 
tion of dwellings and other buildings to go forward in 
unsewered areas without any adequate provision for sew- 
age disposal. Later, except where soil conditions happen 
to be favorable for seepage or building lots are large, 
there come the inevitable sewage nuisances which are a 
worry to the home owner and the health authorities. In 
fact, some problems develop which are difficult of solu- 
tion without abandoning the properties. 

The Town of West Hartford has recently moved in the 
direction of prevention of sewage nuisances in advance 
of house construction, by enacting regulations specifying 
certain standards for individual residence sewage disposal 
systems. These regulations provide for a septic tank of 
certain composition and size in an approved location, for 
proper subsurface seepage, and for inspection. 
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Frozen Dessert EXAMINATIONS 


The Bureau of Laboratories examined during 1936 an 
unusually large number of samples of frozen desserts. 
Under Connecticut law these products include what was 
known for years to all of us as ice creams, ices and sher- 
bets as well as the more recent arrivals on the market — 
popsicles, fudgicles, Eskimo pies, spurmoni and a multi- 
tude of products. Examination of frozen desserts was 
undertaken during 1931 so that the laboratories might 
better serve the State Dairy and Food Commissioner. 

During 1936 there was an increase in “legal” and a de- 
crease in “illegal” samples, as compared with 1935 when 
51.6 per cent of the samples were reported satisfactory 
and 46.8 per cent illegal. In addition 1.6 per cent of the 
1935 samples were reported as legal but not satisfactory. 
The majority of illegal samples were so classed because 
they showed plate counts in excess of 100,000 bacterial 
colonies per cubic centimeter. In both 1935 and 1936 a 
marked decrease occurred in the number of frozen cus- 
tard samples having a milk-fat content below the legal 
requirements. 


Girt To St. Francis Hospirau 


A gift of $350,000 to St. Francis Hospital, Hartford, by 
Miss Catherine H. Dillon of Hartford has recently been 
announced. The gilt provides for the erection of a new 
children’s wing for the hospital and is given in memory 
of the late Charles Dillon and Edward H. Dillon, brothers 
of the donor. It is the largest gift in the history of this 
hospital. 

The building as planned is to be three stories high with 
a frontage on Woodland Street of 122 feet and a rear wing 
connection to the present building 117 feet long. The 
structure will sit back 74 feet from Woodland Street. 
Facilities will be provided in the new wing for the care 
of 70 patients. 

This being a children’s building, the beds in all wards 
are to be separated from each other by means of metal 
cubicle partitions, 7 feet high, the upper 4 feet glazed with 
clear plate glass. 


Vererans Hospirat To Have New Bui.pineG 


A request for bids on an addition to General Medical 
Building No. 2 at the United States Veterans’ Hospital in 
Newington has been issued by the Veterans’ Administration 
in Washington. Blueprints and specifications on the new 
34-bed unit for which $85,000 was appropriated by Con- 
gress have been received by the executive vice-president of 
the Hartford Chamber of Commerce. 


Recorp Low Deatu Rate 1n State ExpectEp 


The director of the Bureau of Vital Statistics has pre- 
dicted that, barring an epidemic, 1937 will see a death 
rate low enough to make history in the State. Two hun- 
dred and seventy-five fewer persons died during the first 
six months of this year than during the similar period of 
1936. Living conditions in Connecticut are above the aver- 
age and for this reason persons are living longer. The drop 
has been brought about largely because of fewer deaths 
from cancer, heart disease and tuberculosis, conditions 
which the health agencies of the State have been fighting 
vigorously. The mortality rate for the first six months 
was 11.0 per 1,000 persons and will probably be 9.8 for the 


year, 


Hartrorp’s Rates Rise 


Birth, marriage, and death rates for the first half of 
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1937 in Hartford were higher than in the same period of 
1936. An increase in the number of births and marriages 
is a natural sequence of returning prosperity. It is prob- 
able, also, that there is a better understanding of the 
purpose and value of the Wassermann test and less in- 
clination to go to other states to avoid it. 

Hartford had but six deaths from automobile accidents 
in the first six months of 1937, the lowest number since 
1923 when figures first became available. It is of inter- 
est to note a reduction in the pneumonia death rates and 
the continued low scarlet fever and typhoid fever rates. 


HeattH OrFicer APPOINTMENTS 


Homer C. Ashley, M.D., has been appointed health officer 
of New Hartford to fill the vacancy caused by the resig- 
nation of Theodore Ackerly, M.D. 

M. L. Palmieri, M.D., M.P.H., has been appointed by 
the Middletown Board of Health as health officer of its 
newly organized full-time health department. Dr. Pal- 
mieri received the degree of Master of Public Health in 
June from the Harvard School of Public Health and began 
his work in Middletown August 1. 


Dr. Craig Leaves TorrincTton 


Dr. Allan Craig, director of Charlotte Hungerford 
Hospital, has presented his resignation, effective October 
15, and will go to Bangor, Maine, to become director of 
the Eastern Maine General Hospital. 


Dr. Craig is a former president of the Connecticut Hos- 
pital Association and is widely known in medical circles 
throughout the State. 


COMSTOCK — Freperick W. Comstock, M.D., forty- 
seven, of New Haven, staff physician for the New York, 
New Haven and Hartford Railroad, died suddenly of 
heart disease on July 17 while playing in a bridge tourna- 
ment at New London. Dr. Comstock was born in Decem- 
ber, 1889, attended New Haven public schools and grad- 
uated from Tufts College Medical School in 1913. He 
interned at Boston and in 1915 started general practice in 
New Haven. He interrupted his practice to enlist in the 
Royal Welsh Fusiliers and was decorated by King 
George V at Buckingham Palace. He later transferred to 
the Medical Corps of the United States Army and served 
for the duration of the war. Dr. Comstock was attached to 
the surgical staff of Grace Hospital in New Haven and 
was particularly active in industrial surgery. He is sur- 
vived by his widow, a sister, Edna Comstock Reed, a 
nephew and a niece. 


CALDWELL — Witiiam_ E. Catpwe i, M.D., sixty- 
seven, dean of Suffield physicians and a practitioner in 
that community for more than forty-three years, died on 
August 18 in the Springfield Hospital after a long illness. 
During his stay in Sufheld, Dr. Caldwell made an enviable 
record, and one of much interest in the Connecticut Val- 
ley. His death is a distinct loss to the community. Born 
in Butler, Pennsylvania, September 16, 1869, the son of 
John B. Caldwell and the late Nancy Robinson Caldwell, 
he was educated in the schools of that town. He grad- 
uated from the Baltimore Medical School, now a part of 
Johns Hopkins University. 


Dr. Caldwell went to West Suffield in the spring of 
1894 and started his career as a family practitioner. After 
several years’ residence in West Sufheld, he moved to Suf- 
field in 1910. Although one of the oldest practitioners 
in the valley, he had kept abreast of the latest develop- 
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ments in the medical world, and his endless study of 
medicine and surgery kept him as modern as the times. 
Of a philanthropic nature, it might well be said that dur- 
ing his long career half of his services were given when- 
ever and wherever needed without a thought of remunera- 
tion. For thirty-five years Dr. Caldwell had been the 
town’s health officer as well as medical examiner. Al- 
though never active in politics, he served on the School 
Board and at all times had the health of the school chil- 
dren vitally at heart. 

Fraternally, he was a member of Apollo Lodge of Ma- 
sons, Washington Chapter, and Suffield Council, all of 
Sufheld, and of Washington Commandery, Knights Tem- 
plars, of Hartford. He was a member of the First Con- 
gregational Church, was deeply interested in its activities, 
and served as senior deacon for many years; he was Sun- 
day school superintendent for a number of years and 
until about a year ago taught one of the junior boys’ 
classes. He was a member of the Hartford County Medi- 
cal Association and the Connecticut State Medical Society, 
and was on the staff of the Springfield Hospital. He was 
an examining physician for the Travelers Insurance Com- 
pany, a trustee of Sufheld Academy, and a director of the 
Kent Memorial Library. At the time of his death, he was 
the owner of the Suffield Pharmacy, which he had pur- 
chased from the late Asa L. Strong in 1914, and which has 
been under the management of Dr. Caldwell’s oldest 
son, Howard E. Caldwell, for several years. 

Dr. Caldwell is survived by his wife, Eva (Root) Cald- 
well; three sons, Howard E. and Merlin R., of Sufheld, 
and Kenneth, of New York City; two daughters, Mrs. 
Mildred Malcolm and Miss Beatrice Caldwell, both of 
Suffield, and four grandchildren. He also leaves his 


father, Jchn B. Caldwell, who is ninety-four years old; a 
brother, Laverne Caldwell, of Louisville, Ohio; and a 


sister, Mrs. Sadie Zeigler, of Pittsburgh, Pennsylvania. 


BUEL — Joun Latpitaw Bue , M.D., seventy-six, promi- 
nent in Litchfield for half a century as physician, business 
man, state representative, chairman of the Board of Edu- 
cation and Mason, died September | at the Sharon Hospi- 
tal after an illness of several months. Dr. Buel was the 
son of Dr. Henry W. and Mary Ann (Laidlaw) Buel and 
a direct descendant of Deacon John Buel, one of the 
early settlers of Litchfield. He attended Phillips Andover 
Academy and was graduated from Yale in 1885 and the 
College of Physicians and Surgeons, Columbia University, 
in 1888. 

In 1888 he became associated with his father as resident 
physician at the Spring Hill Sanitarium, Litchfield, gen- 
erally considered to have been the first private sanitarium 
in the country. He also served on the staff of the Charlotte 
Hungerford Hospital, Torrington, as consulting neurolo- 
gist, and testified in many local court cases as a psychia- 
trist. 

Dr. Buel’s activities extended far beyond the realm of 
his profession. He was president of the Litchfield Fire 
Insurance Company and the Woodruff Insurance Building 
Corporation, and was formerly director of the First Na- 
tional Bank of Litchfield. For many years Dr. Buel 
served as chairman of the Litchfield Board of Education, 
and formerly had served as burgess of the Borough of 
Litchfield. Between 1929 and 1933 he was a representative 
in the General Assembly. The doctor was also president 
of the Sanctum Club of Litchfield, which he and four 
others fcunded. Also active in Masonic circles, he was a 
past worshipful master of St. Paul’s Lodge, A. F. & A. M., 
and of Buel Council, Royal Arch Masons. He was a mem- 
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ber of the American, Connecticut, and Litchfield Coun- 
ty medical associations, 

He is survived by his widow, Mrs. Elizabeth Barney 
Buel; a daughter, Mrs. Stuart W. Tompkins; a grand- 
son, Henry Tompkins; and a sister, Mrs. Francis Blake, 
all of Litchfield. 

To quote the editor of the Hartford Times: “Dr. Buel 
was a prime exemplar of the best in Litchfield County 
traditions. He had reached the age of 76 after a citizenly 
and professional career of a type in which Connecticut 
takes just pride. It was founded in quality upon inherited 
traits from ancestry whose pioneering in humanitarian and 
cultured service enriched American progress immeasur- 
ably and won recognition throughout the world.” 





MIDDLESEX UNIVERSITY 

The Committee on Faculty of Middlesex University has 
recently announced the appointment of Dr. Edward J. 
Levenson of 371 Commonwealth Avenue, Boston, as an 
instructor in the School of Medicine for the coming school 
year. Dr. Levenson received his A.B. degree from Har- 
vard College and his M.D. degree from the University of 
Rochester School of Medicine. 

He was an intern on the First Medical Service at the 
Boston City Hospital, and later became a teaching resident 
on the Third Medical Service, and a teaching fellow at 
Tufts College Medical School. He is at present a volun- 
tary assistant in the Cardiac Clinic of the Boston City Hos- 
pital and is specializing in internal medicine. 





NEW EDITOR OF THE LANCET 

Dr. Egbert Morland, who for the past twenty-two 
years has been assistant editor of the Lancet, has been ap- 
pointed its editor by the proprietors in succession to the 
late Sir Squire Sprigge. Dr. Morland has had a distin- 
guished career. In 1893 he graduated in science from 
Owens College, Manchester, and entered St. Bartholo- 
mew’s Hospital, London, with an open scholarship. He 
gained the gold medal of the University of London in 
physiology, qualified as M.B. and held resident appoint- 
ments at St. Bartholomew's and at the Great Ormond 
Street Hospital for Children, London. In 1902 he took 
part in an international competition for the best design 
for the King Edward VII Sanatorium securing third place. 
He then practiced as a chest physician at Arosa, Switzer- 
land, taking the degree M.D. at Berne in 1907 and the 
Swiss Federal Diploma. When the war broke out he did 
relief work on the Marne and went back to England in 
1915 to join the staff of the Lancet. Dr. Morland was 
elected F.R.C.S., England, last year. 





CORRESPONDENCE 
CERTIFIED PASTEURIZED VITAMIN D MILK 


To the Editor: Although the price of Grade A milk 
(irradiated) was established at seventeen cents a quart 
for Boston and vicinity by the Milk Control Board of 
Massachusetts last July, the price of certified pasteurized 
vitamin D milk was not increased. It will still be avail- 
able at twenty-two cents a quart, a difference between 
certified milk and Grade A milk (irradiated) of only five 
cents a quart. 

The Medical Milk Commission of Boston considers that 
many mothers who have used Grade A milk for their in- 
fants will want to avail themselves of the greater values 
found in certified milk since the difference in cost is now 
so little. Certified vitamin D milk contains at least 430 
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USP units of vitamin D per quart, which has a daily value 
of about five cents. Note the following: 


Grade A milk (irradiated) 17c Certified pasteurized vitamin D 
Plus vitamin D agent 5 milk 22c 


22c 22c 


These figures show that certified vitamin D milk 
no longer in the luxury class. 


Ricuarp S. Eustis, M.D., 
Secretary and Treasurer, 
Medical Milk Commission 
of Boston, Inc. 
319 Longwood Avenue, 
Boston, Mass. 





RECENT DEATHS 


FARLOW —JouHN Wooprorp Farrow, M.D., of 127 
Bay State Road, Boston, died September 24 at his sum- 
mer home in Manchester. He was in his eighty-fifth year. 

Born in Boston, the son of John Smith and Nancy 
Wight (Blanchard) Farlow, he graduated from the New- 
ton High School and later from Harvard University. In 
1877 he received his degree from Harvard Medical School 
and then became house physician at the Boston Lying-in 
Hospital. Shortly afterward he went to Europe where he 
studied two years in Vienna, Strassburg and Paris. In 
1880 he returned to Boston and started general practice. 

Dr. Farlow wrote a history of the Boston Medical Li- 
brary, which was published in 1918, and also contributed 
articles to many medical journals and periodicals. 

For fourteen years he was an instructor in laryngology 
at the Harvard Medical School. In addition to his practice 
he was associated with the Carney Hospital, Boston City 
Hospital, Free Hospital for Consumptives and the Boston 
Dispensary. In 1889 he was appointed chief medical of- 
ficer in Boston of the Employers Liability Assurance Cor- 
poration of London. He was president of the American 
Laryngological Society in 1902 and three years later be- 
came librarian of the Boston Medical Library, at one 
time serving as president of the Medical Library Associa- 
tion of America and of the Medical Historical Club of 
Boston, 

Among his many memberships were the New England 
Oto-Laryngological Society, the Harvard Club, the Uni- 
versity Club, The Country Club and the Massachusetts 
Historical Society. He was a fellow of the Massachusetts 
Medical Society and the American Medical Association. 

His widow, a daughter, a son, two grandchildren and 
three great-grandchildren survive him. 


BRIDES — Artuur E. Bripes, M.D., of 29 Pleasant 
Street, Stoughton, died September 25. He was in his 
fiftieth year. 

After graduating from Yale University, where he was 
prominent in football, he attended the School of Medi- 
cine of the University of North Carolina and received 
his degree in 1910. He coached football at Yale, Columbia, 
Amherst and the University of North Carolina. 

A well-known legionnaire, he was commander of the 
Stoughton post. He was director of the Norfolk Medi- 
cal Center in Stoughton. He held fellowships in the 
Massachusetts Medical Society and the American Medical 
Association. 

He was unmarried. 
vive him 


His parents and three sisters sur- 


MORSE — Freperick O. Morse, M.D., of 14 Essex Street, 
Newburyport, died at the Anna Jacques Hospital, on Sep- 


tember 22. He was in his seventy-eighth year. 
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Born in Newton, he was graduated from Tufts College 
Medical School in 1897. For thirty-three years Dr. Morse 
was examiner for the Metropolitan Life Insurance Com- 
pany in Newburyport. 

He was a retired fellow of the Massachusetts Medical 
Society and a member of the American Medical Asso- 
ciation. 

His widow, Mrs. Hattie Morse, survives him. 


POTTER -- Frances Wason Porter, M.D., of 29 Col- 
lege Avenue, Medford, died June 24. She was in her 
eighty-third year. 

Dr. Potter was a fellow of the Massachusetts Medical 
Society and a member of the American Medical Asso- 
ciation. 





NOTICES 


REMOVALS 


R. S. Trrus, M.D., Avten P. Winsor, M.D., and A. Gor- 
pon Gatip, M.D., announce the removal of their offices 
to 330 Dartmouth Street, Boston. Kenmore 8200. 


James C. Janney, M.D., announces the removal of his 
ofice to 45 Bay State Road, Boston, on October 1. 





ANNOUNCEMENTS 
Rosert Dutrron, M.D., announces the opening of his 
office at 33 Avon Street, Wakefield. 





BOSTON DISPENSARY 


25 Bennet Street, Boston 
Lecture Hall, Second Floor — 9-10 a. m. 
October, 1937 


MepicaL CONFERENCE PROGRAM 


Tuesday, October 5— Foot Mechanics with Diagnosis of 
Certain Foot Affections. Dr. John D. Adams. 

Wednesday, October 6— Hospital Case Presentation. 
Dr. S. J. Thannhauser. 

Thursday, October 7 — Nephritic Clinic. 
Buck. 

Friday, October 8 — The Peripheral Circulation in Nutri- 
tional Deficiency States. Dr. Soma Wejss. 

Saturday, October 9— Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

Wednesday, October 13 — Hospital 
Dr. S. J. Thannhauser. 

Thursday, October 14— The Menopausal Syndrome and 
Its Treatment. Dr. Charles W. Lawrence. 

Friday, October 15 — Artificial Fever. Dr. Harry C. Solo- 
mon. 

Saturday, October 16— Hospital 
Dr. S. J. Thannhauser. 

Tuesday, October 19— The Nephritic Toxemias of Late 
Pregnancy. Dr. Louis E. Phaneuf. 

Wednesday, October 20— Hospital Case 
Dr. S. J. Thannhauser. 

Thursday, October 21 — Social Service Case Presentation. 
Miss E, R. Canterbury. 

Friday, October 22 — Problems of Endocrine Surgery. Dr. 
Oliver Cope. 

Saturday, October 23 — Hospital Case Presentation. 
S. J. Thannhauser. 

Tuesday, October 26— X-Ray Demonstration. 
Ettinger. 

Wednesday, October 27— Hospital Case Presentation. 
Dr. S. J. Thannhauser. 


Dr. Robert W. 


Case Presentation. 


Case Presentation. 


Presentation. 


Dr. 


Dr. Alice 
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Thursday, October 28 — Peptic Ulcer. Dr. K. S. Andrews. 

Friday, October 29— Some Newer Aspects of Diabetes. 
Dr. Elliott P. Joslin. 

Saturday, October 30 — Hospital 
Dr. S. J. Thannhauser. 


Case Presentation. 





CLINICS FOR CRIPPLED CHILDREN 

IN MASSACHUSETTS, UNDER THE PROVISIONS 

OF THE SOCIAL SECURITY ACT 

ORTHOPEDIC CONSULTANT 
Albert H. Brewster 
Harold C. Bean 
Mark H. Rogers 
Arthur T. Legg 
George W. Van Gorder 
John W. O’Meara 
Francis A. Slowick 
Garry deN. Hough, Jr. 
Eugene A. McCarthy 
Paul L. Norton 


DATE 
October 1 
October 4 
October 11 
October 13 
October 14 
October 15 
October 18 
October 20 
October 25 
October 26 


CLINIC 


Lowell 
Salem 
Gardner 
Haverhill 
Brockton 
Worcester 
Pittsfield 
Springfield 
Fall River 
Hyannis 





UNITED STATES CIVIL SERVICE 
EXAMINATION 
Associate Mepicat Orricer, $3,200 a YEAR 


Applications must be on file with the United States 
Civil Service Commission at Washington, D. C., not later 
than October 18, 1937. 

Candidates must have graduated from a medical school 
of recognized standing with the degree of M.D., not more 
than seven years prior to May 1, 1937. 





WORCESTER STATE HOSPITAL 
STAFF LUNCHEONS 


Hospital staff luncheons are to be given at the Worcester 
State Hospital with speakers and dates as follows: 
October 6—Cerebral Circulation—Stanley Cobb, M.D. 
October 15—Neuropathology—Tracy Putnam, M.D. 
October 29 — Cerebrospinal Fluid — H. Houston Mer- 
ritt, M.D. 

November 12 — Cerebrospinal Hydrodynamics — Julius 
Loman, M.D. 

November 19—Social Aspects of Epilepsy—William G. 
Lennox, M.D. 

December @&— Subject to be announced— Herrman L. 
Blumgart, M.D. 

December 17—Electro-Encephalography — Frederick A. 
Gibbs, M.D. 

These luncheons will begin at 12:30 p. m. and the 
talks at 1:15 p. m. Interested physicians are cordially 
invited to attend both the luncheons and the talks. 

Morris YorsHis, M.D., 
Clinical Director. 





FAULKNER HOSPITAL 
CLINICOPATHOLOGICAL CONFERENCE 


Instead of the regular monthly clinical meetings at the 
Faulkner Hospital during the coming winter, a clinico- 
pathological conference will be held at the hospital for its 
staff and any other interested members of the medical 
profession on the first Thursday of each month from 5:00 
to 6:00 p. m. 

At each of these conferences two or three autopsy cases 
will be discussed and diagnosed from the clinical view- 
point by a member of the staff who has not seen the pa- 
tient, and the pathological findings will then be presented. 
Some of these discussions will later be published in the 
New England Journal of Medicine. 
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The first meeting will be held on Thursday afternoon, 
October 7, at 5:00 p. m. Drs. W. Richard Ohler, Horace 
K. Sowles and Edward L. Young, Jr., will discuss cases. 

All members of the profession are cordially invited to 
attend. 





BOSTON CITY HOSPITAL 

The next staff clinical meeting of the Boston City Hos- 
pital will be held Saturday, October 9, in the Cheever 
Amphitheater at 10:00 a. m. 

The topic under discussion will be gastric and duo- 
denal ulcers. Dr. William B. Castle will speak on “Nor- 
mal and Morbid Function of the Stomach,” Dr. G. Ken- 
neth Mallory on “Morphological Lesions of Gastric and 
Duodenal Ulcer,” Dr. Franklin W. White on “Medical 
Aspects of Gastric and Duodenal Ulcer” and Dr. Arthur 
R. Kimpton on “Surgical Aspects of Gastric and Duodenal 
Ulcer with Case Presentations.” Dr. Frank H. Lahey will 
make the concluding remarks and lead the discussion. 





ESSEX NORTH DISTRICT MEDICAL SOCIETY 


There will be a censors’ meeting of the Essex North 
District Medical Society, Thursday, November 4, at 4:00 
p. m., at the Hotel Bartlett, Haverhill. The purpose of 
this meeting is to examine applicants for fellowship. Di- 
plomas must be presented to the secretary at least four 
weeks in advance. 

The proposed amendment to by-laws to be voted on 
at the January meeting is: “The executive committee shall 
have power to fill vacancies in the elective offices or com- 
mittees.” 

W. D. Watker, M.D., President, 
Ermer S. BaGnatt, M.D., Secretary. 


SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistTRICT FOR THE WEEK BEGINNING 
Monpay, Octoser 4 





Monpay, Ocroser 4— 
*4 p.m. Physicians and medical students are cordially invited to attend 
a clinic presented by the medical, surgical and orthopedic services 
of the Infants’ and Children's hospitals, in the amphitheater of the 
Children's Hospital. 


Tuespay, Ocroser 5— 


*9 a. m.- 10 a. m. 
of Certain Foot Affections. 


Massachusetts General Hospital. 


Boston Dispensary. Foot Mechanics with Diagnosis 
Dr. John D. Adams. 


Thoracic clinic. Ether 


9:30 a. m. 
Dome. 
Wepnespay, Octroser 6— 
8 a. m. Massachusetts General Hospital. 
Department. 
*9 a. m.-10 a. m. Boston Dispensary. 
Dr. S. J. Thannhauser. 


Grand rounds. Orthopedic 


Hospital Case Presentation. 
Children’s Hospital Amphi- 


*12 m. Clinicopathological conference. 
theater. 


THurspay, Octoser 7— 
Massachusetts General Hospital. Circulatory clinic rounds. 


Dr. Robert 


8 a. m. 
*9 a. m.- 10 a. m. 
W. Buck. 

Massachusetts General Hospital. 
Massachusetts General Hospital. 


Boston Dispensary. Nephriti: Clinic. 


Medical grand rounds. 
Clinicopathological confer- 


11 a. m. 

12 m. 
ence. 

Clinicopathological conference. 


*5 p. m. Faulkner Hospital. 


Fripay, Ocroser 8— 


*9 a. m.-10 a. m. 
in Nutritional Deficiency States. 


10 a. m. Massachusetts General Hospital. 


Boston Dispensary. The Peripheral Circulation 
Dr. Soma Weiss. 


Fracture rounds. 


SaTurDAy, Octoser 9— 
*9 a. m.-10 a. m. Boston Dispensary. 
Dr. S. J. Thannhauser. 
*10 a. m.- 12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Dr. Henry A. Christian. 
10 a. m. Boston City Hospital, staff clinical meeting. Cheever 2mphi- 
theater. 


Hospital Case Presentation. 


*Open to the medical profession. 
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Ocroser | and 2—New England Surgical Society. Providence, R. I. 
Page 499, issue of September 16, and page 540, issue of September 23. 


Ocroser 3-16—Medicomilitary Inactive Duty Training. Page 280, issue 


§ August 12. 

Ocroser 5—Lawrence Cancer Clinic. Page vii, advertising section, issuc 
»f September 23. 

Ocroser 5-8—American Public Health Association meeting. New York 
City. Page 499, issue of September 16. 


Octoser 6-Decemper 17—Worcester Staff Luncheons. 


Page 570 


State Hospital 


7—Faulkner Hospital Clinicopathological Conference. Page 570. 
Page 570. 
Page 722, issue 


OCTOBER 
Ocroser 9—Boston City Hospital, staff clinical meeting. 
Ocroser 9—American Board of Ophthalmology, Chicago. 
of April 22. 
Octoser 14—Pentucket Association of Physicians. 
Street, Haverhill, 8:30 p. m. 


Ocroser 14-16—Association of Military Surgeons of the United States. 
Page 379, issue of August 26. 


Hotel Bartlett, 95 Main 


Octoser 18-22—Interstate Postgraduate Medical Association. Page 418, 


issue of September 2. 

Ocroser 19, 20 and 21—Academy of Physical Medicine. 
of April 22, and page 288, issue of August 12. 

Ocroser 25-29—American College of Surgeons. Chicago, Illinois. 

Novemper 1-12—1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 

NoveMser 6—American Board of Obstetrics and Gynecology. 
issue of July 22. 

Aprit 4-8, 
of July 1. 

June 13 axd 14, 1938—American Board of Obstetrics and Gynecology. 
Page 153, issue of July 22. 


Page 723, issue 


Page 153, 


1938—The American College of Physicians. Page 41, issue 


District MeEpicaL SocieETIEs 


BRISTOL SOUTH 
November 4—5 p. m., Fall River. 
May 5, 1938—5 p. m., New Bedford. 


ESSEX NORTH 


Novemser 4—Censors’ meeting. Page 570. 


FRANKLIN 


Meetings will be held at the Pranklin County Hospital, Greenfield, at 
ll a. m. the second Tuesdays of November, January, March and May. 


HAMPDEN 


Meetings will be held on the third Thursdays in October, January, April 
and July.’ 


MIDDLESEX EAST 


Meetings will be held at the Bear Hill Golf Club, Stoneham, at 12:15 p. m. 
on October 13, November 17, January 12, March 16, and May 11. 


MIDDLESEX NORTH 


Meetings will be held at the Vesper Country Club, Lowell, on October 27, 
January 26, and April 27. 


NORFOLK SOUTH 
Ocroser 7—Norfolk County Hospital, South Braintree, 12 noon. 
PLYMOUTH 


Meetings will be held at 11 a. m. on October 21, November 18, Janu- 
ary 20, March 17, April 21, May 19 and July 21. 


SUFFOLK 
Ocroser 25—Joint meeting with New England Heart Association. 
gram and speakers to be announced.) 
Novemeer 17—Joint meeting with Boston Orthopedic Society. 
January 19—Joint meeting with Boston Medical Library. 
Marcu 15—Joint meeting with Boston Obstetrical Society. 


(Pro- 


WORCESTER 

At the following meetings, except the annual meeting, dinner will be 
at 6:15, to be followed by business session and scientific program. 

Ocroser 13—Rutland State Sanatorium, Rutland. 

Novemeer 10—Grafton State Hospital, North Grafton. 

December 8—St. Vincent Hospital, Worcester. 

January 12—Worcester City Hospital, Worcester. 

Fesruary 9—Worcester State Hospital, Worcester. 

MarcH 9—Memorial Hospital, Worcester. 

Aprit 13—Hahnemann Hospital, Worcester. 


May 1l—Afternoon and evening, annual meeting. 
of program to be announced. 


Place and schedule 
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BOOKS RECEIVED FOR REVIEW 


Pediatric Urology. Meredith F. Campbell. 1116 pp. 
Vols. I and Il. New York: The Macmillan Company, 
1937. $15.00. 

Emotional Adjustment in Marriage. Le Mon Clark. 
261 pp. St. Louis: The C. V. Mosby Company, 1937. 
$3.00. 

Obstetrics for Nurses. Joseph B. DeLee and Mabel C. 
Carmon. Eleventh edition, revised and reset. 659 pp. 
Philadelphia and London: W. B. Saunders Company, 
1937. $3.00. 

The Human Body. Logan Clendening. Third edition. 
443 pp. New York: Alfred A. Knopf, 1937. $3.75. 

A Textbook of the Practice of Medicine. Oxford Medi- 
cal Publications. Edited by Frederick W. Price. Fifth 
edition. 2038 pp. New York: Oxford University Press, 
1937. $12.50. 

Psychiatric Nursing. William S. Sadler, in collaboration 
with Lena K. Sadler and Anna B. Kellogg. 433 pp. 
St. Louis: The C. V. Mosby Company, 1937. $2.75. 

Disease and the Man. Oxford Medical Publications. 
Roger F. Lapham. 143 pp. New York: Oxford Univer- 
sity Press, 1937. $2.00. 

International Clinics. Edited by Louis Hamman. Vol. 
III. Forty-seventh series. 328 pp. Philadelphia, Mon- 
treal, London: J. B. Lippincott Company, 1937. $3.00. 

Some Fundamental Aspects of the Cancer Problem. 
Edited by Henry Baldwin Ward. 248 pp. New York: 
The Science Press, 1937. $2.00 paper, $2.50 cloth. 

Report of the Committee on Tuberculosis Among 
Negroes: A five-year study and what it has accom- - 
plished. 77. pp. New York: National Tuberculosis As- 
sociation, 1937. 

The Second National Conference on College Hygiene. 
Proceedings. 112 pp. New York: National Tuberculosis 
Association, 1937, 
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Syphilis: The next great plague to go. Morris Fishbein. 
70 pp. Philadelphia: David McKay Company, 1937. 
$1.00. 


This book is, in general, a fair statement of plain facts 


about syphilis for lay individuals. There are, however, 
several glaring errors. It is rather surprising that intersti- 
tial keratitis, and so forth, should be placed among the 
characteristic signs present at birth. It is a further sur- 
prise that emphasis is placed on intermittent therapy and 
no mention made of the value of continuous therapy, es- 
pecially in view of the recent reports of the Co-Operative 
Clinical Group. The reviewer feels sure that the author 
would desire to make various corrections before a second 
edition were issued. The illustrations are particularly 
striking and give added emphasis to the statistics which 
the author quotes, 


Clinical Urinalysis and Its Interpretation. Robert A, Kil- 
duffe. 428 pp. Philadelphia: F. A. Davis Company, 
1937. $4.00. 


This volume fulfills a need for ready reference in a clini- 
cal laboratory. The book is best described in words from 
its preface — “While making no attempt to be encyclopedic 
in content, the book is believed to be sufficiently compre- 
hensive for all ordinary clinical purposes and has been 
designed to serve the clinician rather than the laboratory 
worker alone.” 
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Trauma and Disease. Edited by Leopold Brahdy and 
Samuel Kahn. 613 pp. Philadelphia: Lea & Febiger, 
1937. $7,50. 


This work is a symposium by twenty-two specialists in 
various branches of medicine and surgery, unrelated di- 
rectly to legal medicine. It is edited by two specialists in 
accident compensation departments, Drs. Brahdy and 
Kahn. After reading the work, one is inclined to wonder 
at the relatively limited attention hitherto given to trauma- 
tism in medical literature. 

Drs. Paul D. White and R. Earle Glendy treat of 
“Trauma and Heart Disease” in a review of 50 pages. 
Though their approach is conservative in general, the im- 
pression is left that trauma is an important factor in heart 
disease. Drs. Elliott P. Joslin, Howard F. Root and Alex- 
ander Marble deal with “Trauma and Diabetes Mellitus” 
with the breadth and the caution to be expected from their 
wide experience. Dr. Leila Charlton Knox in a scholarly 
study of “Trauma and Neoplasms” concludes that there 
is no reasonable evidence that a single injury causes can- 
cer, aggravates the condition or determines its metastatic 
spread. This ultraconservative attitude is in marked con- 
trast to the present official German position in industrial 
accident cases with reference to causation, and is in dis- 
agreement with English court decisions with reference 
to aggravation. It represents, however, the almost uni- 
versal modern scientific opinion with respect to causation, 
although there is a strong dissenting group concerning 
possible aggravation. Dr. Harry C. Solomon contributes 
the article on “Neuro-Syphilis” and Dr. Sumner M. Rob- 
erts that on “Diseases of the Bones.” The other articles 
are also by recognized leaders in their fields. 


In general the studies of traumatism in its relation to 
disease lead to reasonable conclusions. The work is 
authoritative, thorough and well edited. In the effort 
to cover the subject exhaustively, however, the considera- 
tion of possibilities in doubtful fields will probably fur- 
nish a basis for an increase in industrial and tort claims, 
and the book will be welcomed by those who approve of 
the lawyer’s morning prayer — “Thank God for litiga- 
tion.” 


Nutritive Aspects of Canned Foods: A bibliography of 
scientific reports, and helpful tables of food data. 110 
pp. New York: American Can Company, 1937. 


The book appeals to the reviewer as worth-while prop- 


aganda. It presents, in a few pages, well-recognized facts 
about human dietary requirements and to what extent 
these may be met by canned foods. Anyone who reads 
the book will be likely to lose any prejudice against canned 
food he may have. 

The tables of reference present generally accepted data 
on human requirements of energy and certain minerals 
and vitamins, as well as the various distribution of these 
vitamins in canned foods. 


Anatomy and Physiology of Physical Training. R. W. 
Galloway. 182 pp. Baltimore: William Wood & 
Company, 1937. $2.50. 


In his introduction to the book E. P. Cathcart states 
that the author of this work takes the broad view that 
physical exercises are not intended to develop the muscu- 
lar system only, but “the concentration is on the produc- 
tion of active, quickly responding muscles associated with 
a general alertness and fitness of the whole man.” This 
observation becomes increasingly confirmed as one pro- 
gresses in the reading of the book. 

In the beginning the author points out the relation 
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which exists between muscular exercise and the various 
systems of the human body, namely, the nervous system, 
which controls muscular action; the digestive, respiratory 
and blood circulatory systems which rebuild the muscles; 
and the excretory system through which the waste prod- 
ucts of combustion are eliminated. Says the author, 
“One of the means we have of exercising, developing and 
training those essential systems of the body is by muscular 
exercises it would be quite rational to regard the 
muscular system as merely the medium through which 
we are able to improve their efficiency and capacity for 
supporting powerful exertion . to avoid the narrow 
outlook of . . . ‘muscle culture,’ pure and simple.” 

The first part comprises 91 pages, approximately one 
half of the book. Here the subjects of anatomy and phys- 
iology are treated briefly yet adequately for the purpose 
of physical training. The text is fairly well illustrated. 
Following the discussion of the principal anatomic parts 
and the main physiologic considerations, there are estab- 
lished, immediately, points of contact with the appropri- 
ate physical exercises. This arrangement makes the 
studies of anatomy and physiology more interesting to the 
student of physical training. It also makes the rationale 
of the exercises more obvious. However, in his zeal to 
avoid overburdening the minds of the future physical 
trainers with the medical aspect of these subjects, the 
author sometimes seems to go to extremes. For example, 
in his anatomic discussion of the spine and pelvis he does 
not even mention the coccyx in the text. Similarly, in 
discussing the pelvis he states the following: “Its main 
functions are to form a solid base for the spine, a chassis 
for the attachment for the lower limbs and a firm an- 
chorage for many of the powerful muscles of the lower 
trunk and legs.” It seems to the reviewer that the fact 
that it contains certain organs which are of great impor- 
tance might at least have been mentioned. Physical train- 
ing is not limited to the army man alone. The author 
speaks of schoolteachers, too. It would therefore appear 
that some information should be given about the pelvic 
organs or the genito-urinary system. Such information 
would enable schoolteachers to observe certain precau- 
tions in carrying out physical exercises with female 
students. 

On page 19 we read: “The movements of the scapula 
are backward toward the spine or adduction; forward 
around the chest wall or abduction.” It seems to the re- 
viewer that a substitution of the term, inward or medially, 
instead of “backwards” would describe the corresponding 
movement more vividly. By the same token the word 
outward or laterally might replace the term “forward.” 

The chapters on muscles and nerves are treated briefly, 
couched in simple language and with the thoroughness 
that is required in a work of this kind. Origin, insertion 
and muscle action are given in condensed form and the 
topics, “Neurons,” “Nervous Control of Muscular Action,” 
“Reflex Action” and “General Neuromuscular Co-Ordina- 
tion” receive proper attention. 

The design, arrangement and application of exercises 
are presented in a satisfactory manner in the second part 
of the book. Here, great economy of space was made pos- 
sible by the author’s ingenious way of tabulating the ex- 
ercises. This was obtained by setting up two appendices. 
The first presents a systematic arrangement of the vari- 
ous groups of exercises, while the second treats of individ- 
ual rhuscles and refers alphabetically and numerically to 
the appropriate exercises grouped in the first appendix. 

On page 94 the author states, “The strength and mobili- 
ty of a joint depend to a large extent on the condition of 
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the ligament and the muscles which control its move- 
ments. . . . Generally weakness in one group is accom- 
panied by better development in the antagonists, which 
because they are stronger have lengthened their toneless 
opponents and become contracted themselves. If allowed 
to persist these bad positions tend to become fixed owing 
to stretching or contraction of the ligaments.” Now, this 
theory seems to be sound so far as muscles go, but the re- 
viewer can hardly agree with the proposition that liga- 
ments can contract. It is true that they have yellow elastic 
fibers and possess the property of elasticity. That differs 
from contractility. The latter property is possessed by 
muscles. A ligament may be stretched by the application 
of an external force and, due to its elasticity following the 
removal of that force, it may assume its original size or 
undergo shortening, but this process should not be spoken 
of as contracting. 

The last chapter of the book describes the effects pro- 
duced by these exercises and some of the research work 
carried out at the Army School of Physical Training. Here 
are mentioned among other things the results of twenty- 
five courses of cross-country runs with the observation 
“that there are practically three times as many non- 
smokers as heavy in the first ten runners and that con- 
versely there are about three times as many heavy smokers 
in the last ten home.” Under the heading, “The Influ- 
ence of Smoking on Vital Capacity” we read as follows: 
“The nonsmokers have the larger vital capacity before 
and after training.” From the foregoing the author 
infers that: “(1) Other things being equal, success in 
feats of endurance depend to a large extent on a good vi- 
tal capacity. (2) Smoking is definitely detrimental to 
endurance. (3) This to a large extent is due to a reduc- 
tion in the vital capacity caused by smoking.” We believe 
this is a valuable contribution to the subject. 

Aside from some of the minor corrections referred to 
above, the book, as a whole, will be useful in the hands 
of both teachers and students as it is small in size, fairly 
rich in scope and very lucid in description. 


A Brief Rule to Guide the Common-People of New- 
England: How to order themselves and theirs in the 


small pocks, or measels. Publications of The Insti- 
tute of The History of Medicine, The Johns Hopkins 
University. Fourth series, Bibliotheca Medica Ameri- 
cana, volume I. Thomas Thacher. 70 pp. Balti- 
more: The Johns Hopkins Press, 1937. $1.50. 

A Discourse Upon the Institution of Medical Schools in 
America. Publications of The Institute of The His- 
tory of Medicine, The Johns Hopkins University. 
Fourth series, Bibliotheca Medica Americana, volume 
II. John Morgan. 63 pp. Baltimore: The Johns 
Hopkins Press, 1937. $2.00. 


Dr. Henry E. Sigerist is responsible for the idea of pub- 
lishing these little essays as a part of a Bibliotheca Medica 
Americana and we all should be duly grateful to him. 
These two reproductions are printed as twin volumes, so 
attractively and neatly bound as to be worthy of any col- 
lector’s shelf. They have been published by the Institute 
of the History of Medicine at Johns Hopkins and printed 
by the Hopkins Press, hence it is no wonder that the job 
is as workmanlike as can be. 

Many New England doctors are familiar with the broad- 
side of Thacher’s A Brief Rule to Guide the Common- 
People of New-England for it has been hanging in the 
reading room of the Boston Medical Library for some 
time. Admittedly the first medical publication of New 
England and a unique pamphlet, now it is possible to 
have a copy for one’s own. Dr. Henry Viets has lent a 
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hand so that he has added to a reproduction of the broad- 
side a short and entertaining life of Thomas Thacher, a 
photograph of a portrait of that worthy which is in the 
Old South Meeting House, and an excellent reproduction 
of the two editions known to have been published in 
book form. Thus the little volume is extremely satis- 
factory. 

Morgan’s Discourse upon the Institution of Medical 
Schools in America is, of course, equally interesting to 
those who enjoy reading of the early New England way of 
doing things. One of the treasures in the library of the 
Harvard Medical School is John Warren’s copy of the 
book, which Dr. Morgan sent to Dr. Warren just before 
the Harvard Medical School opened. Thus it appears 
almost certainly to have had a deep influence on medical 
education in New England just as it did elsewhere. The 
original is beautifully reproduced, and with it, by Abra- 
ham Flexner, is a “Foreword” which tells something about 
John Morgan and why the discourse is of such great his- 
toric interest. 


One is inclined to envy the people into whose hands 
these twin volumes may fall. They will be getting ex- 
cellent, readable, useful copies of two important early 
bits of American medical literature hitherto not easily 
obtainable. As Mr. Flexner suggests, Dr. Sigerist has 
done well to brush the dust from the pages of these 
writings and make them available to all students of medi- 
cal history. 


Early Medieval Medicine with Special Reference to France 
and Chartres. Publications of The Institute of The 
History of Medicine, The Johns Hopkins University. 
Third series, volume ili. Loren C. MacKinney. 247 
pp. Baltimore: The Johns Hopkins Press, 1937. $2.75. 


This interesting and illuminating review of early medic- 
val medicine by a lay scholar deals very adequately with 
its subject matter. In the first place it combats the uni- 
versal belief that during the Dark Ages medicine fell to a 
very low ebb and that the magical and miraculous medicine 
of the Church universay prevailed. Our author proves 
by very thorough and careful examination of many inter- 
esting manuscripts that during the early period of the 
Dark Ages and the fifth and sixth centuries, lay practice 
in Italy and to a great extent in France was continued in 
a degree following ancient Greek medicine through the 
Latin translations of Galen, Dioscorides, Alexander of 
Tralles, and so forth, and that in the fifth and sixth cen- 
turies, the ages usually described as darkest, there was 
more light than has been generally believed. This period 
of darkness which lasted until the Renaissance in the six- 
teenth century was much enlightened during the Caro- 
lingian period. The influence of Alcuin, that most 
learned and liberal cleric at the court of Charles the 
Great, helped the recognition of medicine. Alcuin ap- 
parently was no believer in miracles, and unlike Gregory, 
thought that God worked in co-operation with medical 
science. He spoke of three phases of medicine—blood 
letting, diet and drugs. Of these three, herbal drugs 
seemed to be the most important. During the fifth cen- 
tury, as seen in the writings of Gregory of Tours and 
Pope Gregory the Great, medicine was localized and 
chiefly practiced in the monasteries. In the sixth century 
the medical chronicles, which then came entirely from 
monasteries, were largely concerned with miracles. 
Nevertheless during that period lay medicine continued, 
and court physicians were employed by the kings and 
noblemen. Naturally the work of the monasteries re- 
ceived a disproportionate importance since the writings 
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of the clerics are our chief source, and they had little to 
say about lay medicine. 

In the seventh and eighth centuries one can almost say 
that in science and literature an early Renaissance ap- 
peared, helped on in England by the brilliant, illuminating 
intellect of the Venerable Bede, who set in motion the in- 
tellectual ferment that resulted in the founding of the 
school at York at which Alcuin received his education. 
On reading the works of the Venerable Bede we find ac- 
count of many medical miracles, none of which he ever 
saw himself, but only heard of. There is only one medi- 
cal treatise attributed to him, a work on phlebotomy, 
which is chiefly concerned with the days favorable and 
unfavorable to perform this operation. 

The book gives a careful review of the parts played in 
medicine by the monks and the clergy, especially in 
France and during the Merovingian and Carolingian pe- 
riods, and a very careful account of medicine in Chartres 
in the tenth and eleventh centuries. The book would be 
very useful in controverting the idea that during the so- 
called Dark Ages thought and science, especially medical 
thought, were not continually active. 

The third chapter of the book is the one concerned with 
medical progress at Chartres and contains much careful 
research into medical manuscripts which have been saved 
from that cathedral school. The book says little about the 
school of Salerno except to mention the rise and impor- 
tance of the school to show that lay medicine existed in 
that quarter to a marked degree during the so-called 
Dark Ages, in fact up to the thirteenth century. 

The book is characterized by a large number of carefully- 
selected quotations from the old manuscripts which are 
translated and abridged in the text. The notes reveal a 
great deal of careful research on the part of the writer, 
and the fact that he is not a medical man does not seem 
to the reviewer to detract from the value of his interest- 
ing exposition. It will do much to clarify our views of the 
medical history of the Dark Ages and show that during 
that long period which we are apt to regard as entirely 
unproductive the light of medicine shone more brightly 
than we have generally believed and that the so-called 
Renaissance as well as the earlier Renaissance of the thir- 
teenth century represented really the accumulation of a 
long period of progress. 

Nothing is said about the contributions of the Arabs 
to the preservation of Greek medicine during the Dark 
Ages and little about Constantinople, where medical sci- 
ence persisted in its classical form up to the time of the 
capture of Constantinople in 1457. The contributions to 
early medicine of St. Gall are very carefully brought out 
and included in the illustration is an excellent plan of a 
proposed infirmary of that monastery. There are some 
very interesting illustrations in the form of plates of medi- 
cal writings from Chartres and Fleury, which add greatly 
to the interest of the book. It also has a very satisfactory 
index. 

The book gives an interesting account of the early hos- 
pitals of the monasteries and shows conclusively they were 
not devoted so much to the care of the really sick as to 
the care of travelers, strangers, pilgrims, the aged, and so 
forth. In the monasteries there were infirmaries for the 
care of the sick so that to some extent they may be called 
hospitals, while in general they were more in the nature 
of houses of entertainment. 

On the whole the book can be highly recommended to 
students of early medieval medicine, a knowledge of 
which is daily becoming more important and enlightening 
as scholars such as Sudhoff, Sigerist and our author pur- 
sue their investigations into the so-called Dark Ages 
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before the Renaissance. Every doctor who is worthy of the 
name ought to have an absorbing interest in history of 
our art, which, in spite of all progress in the last few 
centuries, has not yet entirely become, as we all hope 
it will, a science. Knowledge of the medicine of the 
ancient Greeks and Romans is absolutely essential to any 
broad view of the history of medicine, and as time goes on 
and the revival of interest in medieval history of medicine 
continues, we are led more and more to realize the im- 
portance of the Dark and Middle Ages, in which the 
flickering light of medicine burned less brightly but 
none the less continuously up to the Renaissance and mod- 
ern times. 


The Common Neuroses, Their Treatment by Psychother- 
apy: An introduction to psychological treatment for 
students and practitioners. T. A. Ross. 236 pp. 
Second edition. Baltimore: William Wood & Com- 
pany, 1937. $4.00. 


When this book was first published seventeen years 
ago the author unquestionably “filled a gap” in his en- 
deavor to give students and general practitioners a use- 
ful introduction to the psychotherapy of the common 
neuroses. His constructive attitude toward the neurotic in- 
dividual as well as his clarity and simplicity in discussing 
case material and psychopathological problems gave in- 
spiration and practical aid in a field of medical work 
generally regarded as obscure and embarrassing. The 
present revised edition is characterized by the same quali- 
ties. It seems to the reviewer that the most important 
sections concern history-taking and general examination 
of the patient. The author gives an instructive descrip- 
tion of these procedures and points out that coincidental- 
ly psychopathologic constellations may be revealed. This 


in itself may imply therapy or at least give therapeutic 


suggestions. 

Though the rich experience and the therapeutic keen- 
ness of the author command respect and invest his book 
with a certain authority, it suffers nevertheless from sev- 
eral shortcomings, some of which are of serious impor- 
tance. For instance, how could the author ignore almost 
completely the relation between the emotional life and 
such conditions as ulcerative colitis, asthma and diseases 
of the vascular system, of the joints, and of the skin, to 
mention only a few examples from an increasingly rich 
borderline field? Just in this the fate of the patient de- 
pends, and at times dramatically so, on the degree of 
insight the general practitioner may possess. The author, 
while stressing that the differential diagnosis between 
psychoneuroses and psychoses “may often be extremely 
difficult,” commits errors like the following ones. “If he 
(the patient) recognizes that they (the hallucinations) 
are a symptom of his illness, then he is not, so far as 
they are concerned, suffering from insanity.” “Between 
his (the neurotic’s) attacks he did think of his health and 
took care of it. The psychotic (depressive), when well, 
behaved as if he were invulnerable and thought that he 
was quite right in doing so.” The quotations are instances 
of a marked tendency to oversimplifications. One won- 
ders whether the author in order to stir the interest of the 
general practitioner may not do more harm than good 
by this form of presentation. His main thesis that there 
are a number of psychoneurotic conditions that can be 
aided by the general practitioner is undoubtedly correct. 
Yet it may be that if he had been less ambitious for 
the general practitioner and had been more definite in 
indicating the limitations that the general practitioner 
should set for his psychotherapeutic efforts, the book 
might have had greater value. These limitations actually 
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might be regarded as very well suggested by the author 
himself in his interesting discussion of examination and 
history-taking. 

Several of the author’s assumptions with regard to 
psychologic and psychotherapeutic issues are indeed high- 
ly debatable. In part they have reference to Freudian 
analysis concerning which he holds different misconcep- 
tions. His notion about transference is one of these. The 
author, however, has attempted to give recognition to his 
indebtedness to Freud. 


Personality and the Cultural Pattern. James S. Plant. 432 
pp. New York: The Commonwealth Fund, 1937. 
$2.50. 


This volume is based on Dr. Plant's clinical experience 
as director of the Essex County Juvenile Clinic of Newark, 
New Jersey. It is the result of personal observations sup- 
plemented by an extensive investigation in the interacting 
fields of psychiatry and sociology. The problems dis- 
cussed are vital ones, a study of those individuals who 
have failed to adjust to their environment. It is an in- 
teresting volume and emphasizes the recent dynamic 
trends of personality development as modified by varia- 
tions in cultural pattern. The book is a valuable one 
for both psychiatrist and sociologist because modern psy- 
chiatry has emphasized the environmental factors which, 
in part, mould the personality from its inner drives and 
development. 


It is being pointed out more and more that the neuroses 
are produced not only by individual experience but also 
by the specific cultural condition under which we live. 
They are representatives not only of personality structure 
but also of the dynamic effect of a cultural pattern. Per- 
sonality has inner motivations in its formation as well as 
being an interaction due to the bombardment of these 
cultural patterns. It can, therefore, be completely under- 
stood only in its contact with or functioning in a specific 
environment. 


As the author points out, we are beginning to inves- 
tigate what our social institutions contribute to the per- 
sonality rather than what the personality contributes to 
them. Modern dynamic psychiatry is becoming increas- 
ingly interested in the patient behind the symptom, that 
is, in the meaning of mental mechanisms. In the juve- 
nile court, in the neuroses and psychoses, and in school 
experience, personality is a continuous dynamic process 
having its origin in the beginnings of life and not just a 
cut-and-dried pattern with a pigeonholed description. For 
this reason, all so-called “character building” is futile, be- 
cause so little is known of the personal and institutional 
pressures upon an individual. Furthermore, character is 
in a state of continual flux because of the interaction be- 
tween cultural pattern and personality, which forces new 
adjustments. 

The volume discusses in turn these new approaches 
to the understanding of personality and gives examples 
of the interaction of personality and environment with 
final therapeutic suggestions both from the psychiatric 
and the sociologic standpoints. The author emphasizes the 
sterility of a descriptive psychiatry alone because this ap- 
proach is inadequate when faced with sociologic forces. 
He shows the influence of psychoanalysis in the develop- 
ment of a dynamic psychiatry as elaborated in so many 
recent psychiatric contributions. This dynamic psychiatry 
emphasizes the interpretation of goals and aims since the 
psychoanalytic technic employs analysis as well as syn- 
thesis. 

Several situations are not only important for mental 
health but at the same time are necessary for an under- 
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standing of the total life situation. Briefly these are a 
feeling of security, extraversion, the inviolability of self, 
integration and the family matrix. There is no sharp 
line of demarcation between personality and cultural 
pattern. Consequently, an isolated sociologic description 
of environment is apt to be as empty as an isolated psy- 
chiatric description of personality. The physician should 
be more interested in people than in their illnesses. He 
will be unable to understand the latter unless he under- 
stands the total personality and this personality includes 
the environment of which it is a part. 

This volume is so full of rich material that it is dif- 
ficult to summarize it all in a review. but it can be un- 
hesitatingly recommended to all those who are interested 
in the mental problems of illness. While it tends to em- 
phasize psychiatric formulations for the problems of 
children, it is so broad in its scope that it can be applied 
to adults as well, as in adults, too, the developing forces 
of the cultural pattern are of great dynamic value for the 
personality. It is the impact of environment upon person- 
ality structure which so often is the motivating factor in 
nervous and mental illnesses. 


Handbook of Hygiene: For students and practitioners of 
medicine. Joseph W. Bigger. 405 pp. Baltimore: 
William Wood & Company, 1937. $4.00. 


This handbook of hygiene admittedly is written for 
medical students and for practitioners who are not spe- 
cialists in public health, and covers the wide range of 
diseases which come within the ken of the health off- 
cer, stating briefly the essential facts concerning well- 
recognized methods of control. 

The arrangement which the author has followed of 
grouping the various diseases according to their chief 
modes of spread should be particularly useful in fixing in 
the mind of the student, or the health officer of the small 
community, the preventive measures to be taken. The 
book also includes chapters on hygiene in gencral, such 
as “Water,” “Food,” “Air and Ventilation,” “Disposal of 
Waste” and “Personal Hygiene,” which are helpful to the 
student or to the physician who may be called upon occa- 
sionally to perform the functions of the health officer. 


Treatment by Diet. Clifford J. Barborka. 642 pp. Third 
edition, revised. Philadelphia, London and Mon- 
treal: J. B. Lippincott Company, 1937. $5.00. 


The general plan of the third edition of this practical 


book is like that of the second edition. Numerous errors 
in the earlier editions have been corrected. As stated in 
the preface, the book presents “to physicians a concise, 
practical and systematic method of prescribing diets and 
applying treatment by diet to health and disease.” Dietary 
prescriptions are given in detail and are based on scientific 
knowledge. The chapter on “The Application of Diet 
Therapy” is pleasing but might, to advantage, contain still 
more information. A bibliography occupies the last 24 
pages before the index. 

Pernicious anemia is presented under the general head- 
ing of “diseases if which diet is of paramount importance.” 
This is an overstatement since the essential requirement is 
the entrance into the body proper of a sufficient amount 
of “liver extract” or potent substitute for the given in- 
dividual case. Likewise, many authorities would not ac- 
cept the definition given of the nature of this disease — 
“(an) obscure disturbance destroying the red cells more 
rapidly than they can be formed.” 

Physicians will find very useful not only the diet lists 
given for conditions in which diet is of paramount impor- 
tance, but also those for conditions in which diet is of 
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varying importance. One must recognize, however, in 
utilizing this book, that it is a book on diet and that it 
does not present a discussion, except briefly, concerning 
insulin, or of other forms of treatment that are often of 
fundamental importance and which may consist of the 
administration of such concentrated material as is to be 
found in food. 


Clio Medica. xx. Russian Medicine. W. Horsley Gantt. 
214 pp. New York: Paul B. Hoeber, Inc., 1937. $2.50. 


This account of Russian medicine is the best book on 
the subject published in English. The author was asso- 
ciated, for a good many years, with Professor Pavlov and 
had an unusual opportunity to gain a knowledge of the 
background of Russian medicine. He covers the sub- 
ject thoroughly from the earliest days up to modern 
times. By far the most interesting chapters for the aver- 
age reader are the ones on “Famines and Epidemics” and 
the final word on “Soviet Medicine.” Much new material 
is brought out by Dr. Gantt on the extraordinary famine 
during the time of the Great War and the Revolution, 
material which was largely suppressed in the newspaper 
accounts. Finally, he has given a good account of Soviet 
medicine, pointing out the value of this type of practice 
for the people of Russia. The book, well-written, with 
illustrations, a bibliography and a table of comparative 
chronology, is a distinct addition to the history of medi- 
cine. 

Clinical Endocrinology. Samuel A. Loewenberg. 825 pp. 
Philadelphia: F. A. Davis Company, 1937. $8.00. 
Endocrinology: Clinical application and _ treatment. 
August A. Werner. 672 pp. Philadelphia: Lea & 

Febiger, 1937. $8.50. 


These textbooks cover about the same field. They at- 
tempt to give a concise, practical and presumably accurate 
account of endocrinology for the practicing physician. 

Each book represents largely the work of an individual 
man. Therein lies their weakness. There are so many 
fields in endocrinology and such a very rapid advance in 
all of them that it would be almost impossible for one 
man to do justice to them. Because of this same rapid 
advance, of course, there is a crying need for such a book. 

Neither of the authors has done the seemingly impos- 
sible. Werner has come much nearer succeeding than 
Loewenberg. The latter’s work is filled with inaccuracies 
and statements entirely aside from the point; the former's 
work, on the other hand, although far from perfect should 
be useful in the absence of anything much better in the 
English language. 


Clinical Allergy Due to Foods, Inhalants, Contactants, 
Fungi, Bacteria and Other Causes: Manifestations, d1- 
agnosis and treatment. Albert H. Rowe. 812 pp. 
Philadelphia: Lea & Febiger, 1937. $8.50. 


Rapid advances in allergy necessitate increasingly com- 
prehensive textbooks if one is to try to cover the entire 
clinical field in this relatively new subject. That the 
author has made such an attempt is forecast in his com- 
plete title, Clinical Allergy Due to Foods, Inhalants, Con- 
tactants, Fungi, Bacteria and Other Causes. Manifesta- 
tions, Diagnosis and Treatment. In this effort he has 
acquitted himself with distinction. 

Food, as a causative factor in this group of disorders, 
assumes greater importance than is accorded it by almost 
any other author. This is not surprising as Dr. Rowe’s 
interest in food allergy has been established since the 
publication of his volume by that name in 1931. He brings 


THE NEW ENGLAND JOURNAL OF MEDICINE 





Sept. 30, 1937 


together now a revision of this subject, including com- 
plete elimination diets with many excellent pages of 
recipes and menus which should be of practical aid to the 
physician in his treatment of these cases. The author's 
emphasis on food allergy has not been at the expense of 
other types of sensitivity, however, for every branch of al- 
lergy has been carefully considered and well handled. 

An eighty-page bibliography gives an up-to-date and 
practical summary of the literature on clinical allergy. 
The profuse inclusion of dates of publication in the text 
itself enables the reader to tell at a glance whether the 
large number of individual references are up-to-date. 

This volume is a welcome contribution, not only to the 
literature of clinical allergy, but to that of general medi- 
cine. 

Philadel- 


Arthur M. Fishberg. 788 pp. 


$8.50. 


Heart Failure. 
phia: Lea & Febiger, 1937. 
This is an excellent book. Not only does it contain the 
results of the author’s own experience but it is an ex- 
tensive review of cardiovascular literature. It consists of 
thirty-seven chapters containing discussions of the physi- 
ology of the normal and abnormal circulation, the mecha- 
nisms of circulatory symptoms, the effects upon lungs, 
liver, spleen, kidneys and central nervous system, and 
a detailed discussion of all types of heart failure and their 
treatments. The book is not easy reading in extenso, but 
it deserves repeated study, and mastery of its material 
would give the student more information concerning the 
mechanics of heart failure and its therapy than is con- 
tained in any other single book in English. 


Ouelques Vérités Premieres (Ou Sot-Disant Telles) en 
Urologic. G. Marion. 60 pp. Paris: Masson et Cie, 
1936, 24 Fr. fr. 


This book of sixty pages gives, in a very short and con- 
cise fashion, some useful aids in the diagnosis of genito- 
urinary diseases. A chapter each is devoted to kidney, 
ureter, bladder, prostate, and urethra. The pitfalls in the 
diagnosis of the various pathologic entities in these or- 
gans are carefully and very adequately enumerated. 

It is indeed a very worthy publication. 


Dextrose Therapy in Everyday Practice: A survey of the 
literature, 1900-1936, on the experimental and clinical 
studies applicable to medicine and surgery. E. Mar- 
tin. 451 pp. New York and London: Paul B. Hoeber, 
Inc., 1937. $3.00. 


This book is a survey of the literature from 1900-1936, 
of the use of dextrose in both experimental studies and in 
various clinical conditions. It is an attempt to gather into 
one volume all the many varied uses of dextrose in clinical 
medicine and surgery, including various alimentary dis- 
turbances, deficiency diseases, metabolic disorders, infec- 
tious diseases, circulatory diseases, diseases of the nervous 
system, pregnancy, and pre- and postoperative conditions. 

The book opens with an extensive account of the physi 
ology of carbohydrate metabolism which is unfortunately 
marred by the absence of any reference to the important 
work of Houssay on the influence of the anterior 
pituitary. 

With each condition discussed, there is an effective ac- 
count of the physiology concerned in the particular situa- 
tion and then a rather too detailed account of the dosage, 
mode of administration, and so forth, advised by different 
authors. In many instances there is an account of the 
treatment of the particular condition by agents other 
than dextrose. Frequently these accounts are confusing 
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and might perhaps better have been omitted as they are 
often controversial and really not within the scope of this 
book. One or two other important omissions have oc- 
curred, notably, the work of Collar on the administration 
of fluids in postoperative conditions and the careful work 
of Walter on the preparation of dextrose solutions. 

On the whole the book has been very successful in 
gathering between the covers of one volume a large 
amount of information on the chemistry, physiology, and 
clinical use of dextrose. 


Practical Methods in the Diagnosis and Treatment of 
Venereal Diseases: For medical practitioners and stu- 
dents. David Lees. 608 pp. Third edition, edited 
and revised by Robert Lees. Baltimore: William Wood 
& Company, 1937. $5.00. 


This is a modern revision of the well-known work of 
the late Dr. David Lees of Edinburgh, and contains a 
considerable amount of new material. It is printed upon 
good paper, in readable type. The section on syphilis is 
generously, but not profusely, illustrated and that on 
gonorrhea contains only a few illustrations. The black 
and white prints portray only fairly the lesions of the dis- 
ease, Which is usually the case, and the colored plates 
are not exceptional. 

The text is comprehensive and, with a few exceptions, 
well arranged. The drugs used in the treatment of syphi- 
lis might better have been discussed before the therapy of 
the disease instead of having been “sandwiched” between 
the sections on treatment in general and the treatment in 
pregnancy. Similarly, the chapter on chancroid, granu- 
loma, and other ulcerative conditions of the genitalia 
is misplaced between that on syphilis of the nervous 
system and the standards of cure of syphilis. 

The section on gonorrhea is most complete and weil 
arranged. 

The work opens on the excellent note that the patient 
must be considered as a patient and “not as a person who 
has transgressed the moral law.” It urges privacy in the 
examination and treatment of the clinic patient, and it 
cautions against lecturing or preaching. It advises the 
medical attendant that if he “can impress his patients 
sufficiently at their first visit with his knowledge of their 
condition and with his power to cure, the majority of 
patients will be only too glad to carry out any instructions 
given with a view to attaining cure.” 

There seems to be some doubt as to whether blood 
tests should be used routinely as a method of case finding, 
although its routine use in pregnancy is advocated. Sev- 
eral pages are given to the description of the Wassermann 
test, but the many precipitation tests are dismissed with 
less than one page. The cultivation of Treponema pal- 
lidum by Noguchi is accepted and the culture of the 
spirochete from tissue is offered as an occasionally useful 
method of diagnosing the disease! 

Prenatal! and congenital syphilis are designated as “in- 
herited syphilis,’ which unfortunately implies that the 
disease is transmitted as a characteristic of the germ 
plasm. There is no mention made of the “falsely” posi- 
tive blood test in early infancy, which reflects the moth- 
er’s reaction rather than infection of the infant. The 
“question of the marriage of congenital syphilitics is very 
difficult, for while they may not be contagious, it is dif- 
ficult to state with confidence that their offspring will be 
normal.” 

The American physician will find the European trade 
names of many of the drugs used in the treatment of 
syphilis quite strange, and the number of modifications 
of the arsphenamines somewhat confusing. The inter- 
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rupted scheme of the treatment of syphilis in common 
use in England and in Europe does not find favor with 
the Co-Operative Clinical Group in the United States, but 
it is stated: “In 10 years’ work at the Edinburgh clinic 
no case of seronegative syphilis treated on these lines has 
ever developed a positive Wassermann test of the blood 
and no case of early generalized syphilis has ever shown 
any recurrence of the disease either in the systemic or the 
nerve tissue.” This impresses us as an almost impossibly 
good record. Several interesting schemes for the treat- 
ment of syphilis in pregnancy are offered. 

The American urologist will be horrified at the sug- 
gestion that the male patient with gonorrhea be permit- 
ted, not only to inject silver salts into his anterior urethra, 
but to irrigate the anterior and the posterior urethra. The 
Kollmann dilator, generally discarded by the expert in 
this country in the treatment of gonorrhea, is used in the 
management of “littritis” and “lacunitis.” Much more 
attention seems to be given to the female urethra in gonor- 
rhea than is necessary for routine purposes. 

The opinion is expressed that the general failure of 
vaccines in the treatment of gonorrhea is due to the equally 
general failure to evaluate the patient's reactions to the 
vaccine. It is held that if proper attention is paid to this 
point, vaccines have a very considerable usefulness in the 
management of any stage of infection as well as of com- 
plications, 

There is an extensive pharmacopoeia for the treatment 
of gonorrhea; an appendix in which all the drugs used 
in the treatment of syphilis are listed, together with the 
names of their manufacturers; and a directory of the 
chief clinics in the British Empire, Europe and the Orient. 

The health officer will be disappointed in the failure to 
discuss the control of syphilis and gonorrhea from the 
public health angle, there being almost nothing said as to 
the physician’s responsibility for case control and case 
finding. The prevalence and distribution of these diseases 
are not considered. 


L’Embolie Pulmonaire. Recherches cliniques, anatomiques 
pathogeniques et thérapeutiques sur les embolies et 
les infarctus du poumon. Pierre Bardin. 192 pp. 
Paris: Masson et Cie, 1937. 35 Fr. fr. 


This monograph on pulmonary embolism is an inter- 
esting and useful contribution, especially in its discussions 
of etiology, experimental embolism, therapy, and preven- 
tive medicine. There are, however, too few clinical de- 
tails, particularly of the course of the disease, with refer- 
ence for example to such points as the height and dura- 
tion of fever and leukocytosis. There is not much con- 
cerning electrocardiographic changes. There is a work- 
ing bibliography of 438 articles, taking up 27 pages. 

The volume begins with a very brief discussion of the 
history of the study of embolism. The second chapter 
on etiology is one of the best. It refers to the fact that in 
recent years fatal pulmonary embolism has been consid- 
ered to have increased very much in frequency, but this 
impression is counterbalanced in part by the fact that di- 
agnosis in some quarters has been too often made and 
that more elderly people who might develop pulmonary 
embolism have been operated on in the last decade or 
two. The author has been struck by the infrequency 
with which he has found the condition at autopsy. The 
chapter on etiology goes on to consider various theories 
as to the pathogenesis of the condition, namely, the 
mechanical factor, the role of infectious endocarditis, the 
factor of pulmonary arteritis, of peripheral obstruction, 
and of surgical phlebitis, and of the condition of the blood 
and of the state of the circulation. 
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The third chapter discusses pathologic anatomy and 
concerns itself with the clot in the pulmonary vessels and 
with the infarct in the lungs. Then follows the chapter 
on the clinical aspects, which includes mention of the 
prodromal phlebitis and of symptoms which vary greatly, 
in large part according to the severity and extent of the 
embolism. In the group of grave embolism there are 
listed the following results: sudden death, syncope, 
anguish, asphyxia, and cardiovascular collapse. The 
groups with less serious embolism develop the more or 
less classical symptoms and signs of infarction, which, 
however, vary very much, and which may or may not be 
attended by cough, blood spitting, and pain in the chest. 
Pleural complications are mentioned, including effusion 
which may accompany large infarcts. Under the subhead- 
ing “Radiological study” the author writes as follows: 
“The radiological examination, besides being potentially 
dangerous, is not of very great help, giving indications 
only of topographic nature. It is inferior to other meth- 
ods of examination in differential diagnosis.” He con- 
tinues to point out that it is impossible to distinguish 
radiologically acute infarction from acute passive con- 
gestion. In conclusion concerning the radiological study 
Bardin speaks of the pneumographic x-ray after injection 
of the pulmonary vessels, which he considers too danger- 
ous to advise in man although he has applied it to ani- 
mals with interesting findings. 

Then comes the longest chapter of the book, on experi- 
mental studies, including his own in which he has been 
engaged for some years. He begins by stating that it is 
very difficult to reproduce experimentally in animals the 
clinical conditions of pulmonary embolism; for example 
in the course of five years he found it well-nigh impossible 
to produce a “clinical infarction” by a voluminous embolus, 
but he has succeeded in obtaining marked results from 
the reflex effect of small embolic particles acting on the 
nervous terminations of the pulmonary arteries. He em- 
phasizes the importance of the nervous reflex mechanism 
of the pulmonary circulation in the production of dyspnea, 
state of collapse, and death. There are a number of illus- 
trations of the pulmonary infarct in various stages, in- 
cluding two in color. 

In the chapter on pathogenesis he discusses the various 
theories of action of pulmonary embolism through acute 
cardiac insufficiency, shock, and reflex disturbance of the 
circulation, favoring the latter as the most important of the 
direct results of pulmonary embolism and referring to 
the fact that occasionally relatively small emboli in man 
may even result in fatal consequences. 

In the chapter on general pathology he compares the 
results of pulmonary embolism to the occurrence of acute 
edema of the lungs, pulmonary atelectasis, infarction in 
other viscera, and peripheral vascular disease. The last 
two chapters concern therapy and prevention. The author 
refers to pulmonary embolectomy introduced in 1907 by 
Trendelenburg, but emphasizes the very small percentage 
of successful results since that time. Because of the fact 
that the clinical results of pulmonary embolism are often 
out of all keeping with the size of the embolus he believes 
that theoretically as well as practically pulmonary em- 
bolectomy may not prove of great importance. Under 
the medical treatment he mentions artificial respiration, 
intracardiac injections, the use of morphine in high doses, 
atropine and camphorated oil, and adrenalin. In preven- 
tion he insists on the importance of careful examination 
of the blood and of the peripheral circulation before opera- 
tion, careful choice of anesthesia and of the technic of 
the fixation of the patient on the operating table in order 
to avoid obstruction to the circulation, exercise in bed to 
maintain a proper circulation, treatment of phlebitis when 
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it appears, and prophylaxis of thrombosis and embolism 
by the use of thyroxin, ephedrine, atropine, and alkaliniza- 
tion. He believes that these measures are worthy of fur- 
ther trial. 


Etude anatomo- 
356 pp. 


Les Endocardites Malignes Prolongées. 
climque et expérimentale. André X. Jouve. 
Paris: Masson et Cie, 1936. 50 Fr. fr. 


The chief value of this new volume devoted to the sub- 
ject of subacute bacterial endocarditis or, as the author pre- 
fers to label the disease, prolonged malignant endocarditis, 
lies in the interesting historical survey and the rather ex- 
tensive discussion of the pathologic lesions found in other 
parts of the body than the endocardium itself. The 
author emphasizes the damage found in myocardium, 
pericardium, kidneys, liver, spleen, lungs, nervous system, 
and skin, illustrating his remarks on the lesions in these 
tissues with 29 microscopic views. In a chapter on the 
clinical aspects of the disease particular mention is made 
of its variable course and of its frequently very insidious 
development. In the chapter on the bacteriology of the 
disease the author agrees to the preponderant culpability 
of Streptococcus viridans but refers to the difficulty 
frequently encountered in obtaining positive blood cul- 
tures. The origin of the infarcts common to the disease 
is discussed, the embolic nature of some being admitted 
although the possibility or probability of others arising 
from a thrombosis which is secondary to an endarteritis 
is also advanced. In concluding the chapter on the 
pathologic anatomy Jouve writes as follows: “Prolonged 
malignant endocarditis no longer appears as a disease of 
the internal tunic of the heart, nor even as a disease of 
the endothelium, but rather as an infectious process in 
which there participates, in diverse degrees and under 
varied aspects, the cardiovascular apparatus in its en- 
semble.” 

The volume closes with chapters on experimental 
observations and a pathogenic synthesis, and with a bibli- 
ography of 30 pages. An important omission in the dis- 
cussion of the pathogenesis is reference to Grant’s sugges- 
tion that the disease may originate by implantation of bac- 
teria in the blood stream on nonbacterial thrombi. These 
latter apparently frequently occur on endocardial surfaces, 
especially in hearts already chronically diseased. 

The book seems to the reviewer longer than its impor- 
tance warrants. The anatomic chapter should, however, 
be perused by all students of this particular disease. 


Léon Binet. 
Paris: Masson et Cie, 1937. 


Legons de Physiologie: Médico-chirurgicale. 


Deuxiéme serie. 138 pp. 
36 Fr. fr. 

The purpose of the book is stated in the introduction 
as follows: “Since physicians and surgeons think more and 
more on a physiologic basis it is important that the physi- 
ologists in medical schools should work more and more 
on medical and surgical problems.” 

To fulfill this purpose the author gives a clear and sim- 
ple summary of work done, mainly in his laboratory in 
collaboration with his students, on a variety of unrelated 
topics, such as experimental anemia; glutathione; the loss 
of sodium chloride as a consequence of vomiting; 
mushroom poisoning; and so forth. 

Stress is laid on the physiologic aspect of the subjects 
presented, and not on the clinical implications. 

Although as a physiologic monograph the material is 
limited, cogency is lacking, the presentation is incomplete 
and the sources and references are almost exclusively local. 
The book is original and suggestive, elegantly written and 
pleasant to read. 





